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Mental health practitioners experience challenging reactions in the course of their professional 
interactions with traumatized clients in the clinical work setting. The demands of caring that 
result from the depletion of practitioners’ empathy and compassion in trauma-related work 
settings, without commensurate replenishment, produce forms of apathy and indifference 
towards the suffering of others, known as compassion fatigue. This exploratory, cross sectional 
study examined the predictive relationships between compassion fatigue and work attitudes in 
primary care physicians located in West Africa to ascertain how compassion fatigue affects the 
practitioners’ dispositions to their daily work-related activities. The etiological model of 
compassion fatigue and constructivist self-development theory (CSDT) formed the conceptual 
framework for understanding clinician responses to trauma-related experiences in the clinical 
work environment. The main research question in this study was: How well does the level of 
compassion fatigue in practitioners predict their work attitudes in the clinical work setting? Data 
was collected from 67 primary care physicians using previously validated surveys and was 
analyzed using a linear regression modeling method. Results showed that practitioners’ 
compassion fatigue was a statistically significant predictor of their work attitudes, F(1,65) = 
7.78, p < .05, R² = .107. Results also confirmed that compassion satisfaction can moderate the 
effect of compassion fatigue in practitioners. This study provided primary care physicians with 
concrete information about compassion fatigue, and the need for effective self-care. Results can 
also influence the decisions of health leaders in developing countries to support training and 
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Chapter 1: Introduction to the Study 
 
Introduction 
 Researchers have shown that trauma discussed in therapeutic engagements can be 
transferred from traumatized clients to practitioners and possibly contribute to  psychological 
distress and secondary traumatization (Harr, 2013; Newell & MacNeil, 2010). Trauma-related 
stress in clinical work-settings may accumulate over time. The resultant trauma may penetrate all 
aspects of practitioners’ lives and result in compassion fatigue (Coetzee & Klopper, 2010). 
Studies have shown that the emotional impact of interactions with traumatized clients can lead to 
compassion fatigue (El-bar, Levy, Wald, & Biderman, 2013). A survey of 600 social workers 
who resided in New York City during the 2001 terrorist attacks revealed that practitioners who 
worked with traumatized clients had higher rates of compassion fatigue than other social workers 
(Boscarino, Figley, & Adams, 2004). Compassion fatigue is described as a state of tension 
experienced by practitioners when they become preoccupied with clients’ traumatic situations 
(Newell & MacNeil, 2010). The tension may manifest in conditions of obvious or subtle 
indifference or apathy towards the suffering of others, which could lead to progressive 
disinclination in the ability to show empathy due to excessive exposure to traumatic situations 





 The stress and demands of caring for traumatized clients may produce psychological, 
physical, emotional, spiritual and social symptoms that can take huge tolls on practitioners’ 
health when left unaddressed (Berzoff & Kita, 2010; Sprang, Craig, & Clark, 2011). Constant 
graphic accounts of trauma and suffering may bring emotional consequences in practitioners that 
could make them deprive clients of adequate compassion during clinical interactions (Donahue et 
al., 2012). Practitioners affected by compassion fatigue may experience symptoms similar to 
those of their traumatized clients. Those symptoms may include things such as psychic numbing, 
avoidance, irritability, and negative feelings towards life or significant relationships (Branson, 
Weigand, & Keller, 2013). In a web-based study of 1,199 board-certified physicians, researchers 
found that practitioners who experience compassion fatigue suffer serious personal distress and 
high levels of emotional pain similar to those of their clients (Gleichgerrcht & Decety, 2014).  
Practitioners who may not have adequate information about compassion fatigue 
conditions and symptoms may be unaware of their compassion fatigue experiences (Figley, 
2002; Gleichgerrcht & Decety, 2013). Compassion fatigue can occur when practitioners respond 
to cumulative experiences of caring for traumatized patients, especially when the demands  
overwhelm efforts to ameliorate clients’ suffering (Berzoff & Kita, 2010). Ignorance of existing 
compassion fatigue presents the potential risk of practitioners cutting off empathic connections 
with their traumatized clients (Gleichgerrcht & Decety, 2013; James & Gilliland, 2013; Negash 





Researchers have asserted that practitioners who are affected by compassion fatigue 
develop difficulties in maintaining psychological stability and mobility, and they may experience 
a diminished capacity for problem solving and efficacy in the clinical process (Eastwood & 
Ecklund, 2008; Severn, Searchfield, & Huggard, 2012). Further, the psychological overload 
associated with compassion fatigue may lead to reduced objectivity and decrease the 
practitioners’ ability to be truly helpful (Radey & Figley, 2007; Shepard, 2013). As a result, 
practitioners who experience compassion fatigue in trauma-related clinical work settings may 
need support and practical self care plans to help maintain personal equilibrium and sustain 
work-related behaviors (Cieslak et al., 2013; James & Gilliland, 2013). Numerous studies have 
been conducted on the risks and challenges associated with compassion fatigue in helping 
professionals, especially as those risks and challenges relate to practitioners’ wellness and life 
quality (Cieslak et al., 2013). However, researchers have not specifically addressed how 
compassion fatigue is related to work attitudes of practitioners working with traumatized clients 
in clinical work settings (Severn et al., 2012; Slocum-Goris, Hemsworth, Chan, Carson, & 
Kazanjian, 2013).  
This study focused on how practitioners’ experiences of compassion fatigue specifically 
impact their work attitudes in trauma-related clinical work settings. I focused beyond addressing 
relationships between compassion fatigue and work attitudes: I examined whether work attitudes 
can be predicted by compassion fatigue in practitioners. Results from the study may be used to 
enhance practitioners’ knowledge regarding compassion fatigue and how compassion fatigue can 





Findings from the study could be used to advocate for the need to develop educational 
programs which focus on improving professionals’ competence regarding the recognition, 
prevention, and management of compassion fatigue conditions. Such educational programs could 
be designed to promote individual wellness and effective client-practitioner interactions. I have 
sent an executive summary of this research to the health board responsible for the work-related 
issues of individuals who participated in the study. The research findings provided valuable 
information on the need for social and management support systems that should be implemented 
to improve practitioners’ ability to manage compassion fatigue in the therapeutic work 
environment. Results from the study are important for informing members of the health board to 
develop programs and procedures for addressing the psychological and emotional welfare 
processes of practitioners in order to boost their wellness at work. 
 In Chapter 1 of this study, I discuss the background of the study, describe the research 
problem and explain the purpose of the study. In addition, the research questions, hypotheses, 
nature of the study and theoretical framework for the study are provided. I define important 
terms that were used in the study, and I discuss the significance of the research. Finally, I state 
the assumptions, limitations, and delimitations of the study.  
Background 
Helping professionals in the human services field who work in clinical settings are likely 
to extend therapy, treatment, and interventions to clients with serious physical, psychological, 
and emotionally traumatic challenges (Gleichgerrcht & Decety, 2013; James & Gilliland, 2013; 
Lynch & Lobo, 2012). Providing empathic care is essential to ethical obligations, and empathetic 
care is associated with improved client satisfaction in the helping relationship (Newell & 





challenging as practitioners manage clients who experience severe, emotionally distressing 
situations and diverse forms of suffering. In turn, the client suffering could create psychological 
trauma in empathic helpers (Newell & MacNeil, 2010; Sprang, Craig, & Clark, 2011).  De 
Figueiredo, Yetwin, Shever, Ralzik, and Iverson (2014), found that clinicians who treated 
intensively traumatized clients experienced emotional fatigue as a result of their reactions to the 
traumatic symptoms of clients. Zerech (2013) also found in a study of compassion fatigue among 
residential childcare workers in Israel that practitioners attributed their experiences of secondary 
trauma to emotional problems faced by at-risks youth under their care. Helping professionals 
working with traumatized clients may experience forms of emotional stress due to repeated 
exposure to traumatic material and the deep suffering of clients (Bhutani, Bhutani, Singh- 
Balhara, & Kaira, 2012; Gleichgerrcht & Decety, 2013; Newell & MacNeil, 2010).  
Researchers have shown the negative effects that can occur in practitioners who have 
had prolonged engagement and exposure to traumatized clients who experience serious crisis 
situations (Bhutani et al., 2012; Gleichgerrcht & Decety, 2013). Studies have revealed that 
practitioners who work and extend services to clients going through crisis situations are more 
susceptible physically, mentally, emotionally, and psychologically to trauma at work (Negash & 
Sahin, 2011; Sprang et al., 2011). Practitioners who regularly treat clients’ crisis situations are at 
risk of developing the traumatic, psychological condition of compassion fatigue that results in 





Compassion fatigue may result in psychological, biological, and social dysfunction,  
as well as compassion stress in practitioners. These conditions could result in adverse effects on 
the practitioners’ personal wellness and work setting interactions (James & Gilliland, 2013; 
Newell & MacNeil, 2010). The concept of compassion fatigue has received widespread attention 
recently due to the increased occupational stress associated with helping professionals in the 
work environment (Severn et al., 2012). Compassion fatigue has ethical implications, as 
practitioners are enjoined by professional principles to utilize beneficent approaches when 
working with clients at all times (Lynch & Lobo, 2012; Newell & MacNeil, 2010; Shepard, 
2013). In the helping profession, the nature of client-practitioner relationships determines the 
moral space for ethical interactions (Shepard, 2013). Absence of effective engagements and 
genuine interconnections can create unplanned maleficent approaches to service delivery (Craig 
& Sprang, 2010). Van Dulmen and Bensing (2002) indicated that clients who perceived 
practitioners as distant and uncompassionate reported higher levels of anxiety and distress. Less 
empathic practitioners fail to build mutual trust and understanding with clients, creating 
challenges of distrust in the client-practitioner relationship (Derksen Bensing & Lagro-Janssen, 
2012).  
Although the helping professions are recognized as some of the most challenging 
professions with the highest probability of emotional fatigue, inadequate attention has been given 
to practitioners’ mental health intricacies and support systems (Donahue et al., 2012; Harr, 2013; 
Sprang, Clark, Whitt- Woosley, 2007). As practitioners’ mental stability and equilibrium are 
vital to successful therapeutic outcomes and to clients’ healing processes, progressive research 
on issues regarding practitioners’ vulnerabilities to secondary trauma in the course of work is 





Empirical research may help increase essential sensitization about the challenges 
of affected practitioners, de-emphasize forms of associated stigmas, and eliminate any sense of 
inadequacy that can create barriers that prevent affected practitioners from seeking help when 
needed (Bearse, McMinn, Seegobin, & Free, 2013; Figley, 2002). Increased awareness of the 
consequences of secondary trauma may propel a sustainable paradigm shift in the work 
environment towards providing quality internal support that is devoid of backlash or prejudice, in 
order to enhance practitioners’ effectiveness and wellness in their professional field (Burtson & 
Stichler, 2010; Harr, 2013).   
Similarities have been drawn between compassion fatigue and other stress-related 
conditions such as burnout, vicarious traumatization, secondary traumatic stress, and 
countertransference (Newell & MacNeil, 2010). Most stress-related conditions are associated 
with forms of distress, and compassion fatigue conditions create  covert or hidden resistance in 
affected practitioners, which undermines genuine engagement in the clinical setting  (James & 
Gilliland, 2013; Lynch & Lobo, 2012). While scholars have suggested that compassion fatigue is 
a precursor to burnout (Coetzee & Klopper, 2010; Collin & Long, 2003; James & Gilliland, 
2013), others have argued that burnout may be a strong predictor of compassion fatigue (Benoit, 
Veach, & Leroy, 2007; Lynch & Lobo, 2012; Newell & MacNeil, 2010). Others have found that 
compassion fatigue may result from the cumulative effect of both secondary traumatic stress and 
burnout experiences (Boscarino, Adams, & Figley, 2010). These scholars argue that compassion 
fatigue could present with both trauma-related symptoms that mirror the trauma of clients and 
physical exhaustion that comes with balancing administrative work with clinical work (Coetzee 





Statement of the Problem 
Various studies have been conducted on the symptoms of compassion fatigue  
and how compassion fatigue may affect practitioners’ quality of life and wellbeing (Collins & 
Long, 2003; Musa & Hamid, 2008; Slocum-Goris et al., 2013). In addition, researchers have 
examined relationships between the concept of compassion fatigue and related concepts such as 
burnout, secondary traumatic stress, countertransference, and vicarious traumatization, and the 
results have demonstrated positive correlations among the concepts (Cieslak et al., 2013). Other 
studies have shown inverse correlations between compassion fatigue and the concept of 
compassion satisfaction, which represents practitioners’ derived pleasure from professional and 
work-related success (Slocum-Goris et al., 2013; Sprang et al., 2007). However, the extent to 
which compassion fatigue specifically impacts work attitudes of practitioners working with 
clients going through crisis situations have received minimal attention (Eastwood & Ecklund, 
2008; O’Brien, 2006; Severn et al., 2012; Slocum-Goris et al., 2013). I could not locate any 
studies which have specifically examined how compassion fatigue directly impacts work 
attitudes of practitioners working with traumatized clients.  
Despite the plethora of discussions on compassion fatigue, studies on compassion  
fatigue have mostly focused on the American geographical setting, and minimal research has 
been conducted in the developing world (Bhutani et al., 2012; Musa & Hamid, 2008). As a 
result, the compassion fatigue debate has not been adequately addressed in the traumatic crisis 
work settings in the Caribbean and Africa. The paucity of empirical research on the extent to 
which compassion fatigue specifically predicts practitioners’ work attitudes in African trauma-
related work settings has presented challenges of inadequate information about possible trauma 





Clinicians, clients and service providers may lack adequate knowledge about compassion 
fatigue and how it affects professional behaviors, psychological healing processes, and the 
quality of service delivery in the clinical setting. The issue of minimal knowledge about the 
effects of compassion fatigue on the work attitudes of practitioners in developing nations can 
exacerbate the problems related to compassion fatigue and practitioners’ work behavior, and 
foster  non-beneficent work behaviors in trauma work settings in Africa (Burtson & Stichler, 
2010; Eastwood & Ecklund, 2008; Jack-Ide et al., 2013).   
Purpose of the Study 
The purpose of this quantitative, exploratory, cross-sectional study was to examine the 
impact of compassion fatigue on work attitudes of primary health care physicians in Nigeria’s 
Delta communities. Compassion fatigue in this study was described as the psychological 
condition of numbness and obvious or subtle indifference towards the suffering of others, and the 
progressive disinclination in the ability to show empathy to others due to excessive exposure to 
traumatic situations (Collins & Long, 2003; Lynch & Lobo, 2012; Musa & Hamid, 2008; Newell 
& MacNeil, 2010). 
By examining how compassion fatigue might affect work attitudes of practitioners,  
I was able to determine the extent to which participants’ experiences of compassion fatigue could 
predict their work attitudes in the work setting. The results could be used to make empirical 
inferences and explanations regarding the phenomenon and the units of analysis (Creswell, 2013; 
Lutz & Hill, 2009). The study also controlled for the effects of compassion satisfaction, which is 
the positive aspect of trauma-related work, to provide a better understanding of the true effect of 
the independent variable (compassion fatigue) on the dependent variable (work attitudes) (Lutz 





absence of a treatment variable, in the bid to determine if there were significant connections 
between variables that were tested in the hypotheses associated with the research questions (Lutz 
& Hill, 2009; Yoshikawa, Weisner, Kalil, & Way, 2013). 
In this study, compassion fatigue was investigated as the independent variable, and work 
attitude was tested as the dependent variable. The relationships between the independent variable 
and the dependent variable were tested. The main focus of the study was to determine if the 
independent variable was a statistically significant predictor of the dependent variable. 
Compassion satisfaction was entered in the regression analysis as a moderator variable to 
determine the true effect of the predictor variable on the outcome variable. Research questions 
and hypotheses for the study are presented below. 
Research Questions and Hypotheses 
Research Question 1: How well does the level of compassion fatigue in   practitionerspredict 
their work attitudes in the clinical work setting?  
H01: µ1= µ2 The level of compassion fatigue  in practitioners, as measured by the Professional 
Quality of Life (ProQOL) scale, is not a statistically significant predictor of their work attitudes 
as measured by the Job Involvement Questionnaire (JIQ), in the clinical work setting. 
H11: µ1≠ µ2 The level of compassion fatigue in practitioners, as measured by the Professional 
Quality of Life (ProQOL) scale, is a statistically significant predictor of their work attitudes as 
measured by the Job Involvement Questionnaire (JIQ) in the clinical work setting. 
Research Question 2: What is the predictive relationship between practitioners’ compassion 
fatigue and their work attitudes, while controlling for compassion satisfaction? 
H02: µ1= µ2 There will be no statistically significant relationship between practitioners’ 





work attitudes as measured by the Job Involvement Questionnaire (JIQ), while controlling for 
compassion satisfaction.  
H12: µ1≠ µ2 There will be a statistically significant relationship between practitioners’ 
compassion fatigue as measured by the Professional Quality of Life (ProQOL) scale and their 
work attitudes as measured by the Job Involvement Questionnaire (JIQ), while controlling for 
compassion satisfaction.  
Conceptual Framework 
 The conceptual frame work for the study was based upon the etiological model of 
compassion fatigue (Figley, 2002), and the constructivist self-development theory (McCann & 
Pearlman, 1990). The etiological model of compassion fatigue gave a basic explanation of the 
compassion fatigue concept.  The CSDT provided a foundational description of how compassion 
fatigue may impact practitioners’ work-related behaviors. Both theories were used to give 
theoretical underpinnings to this study. 
The Etiological Model of Compassion Fatigue 
 The etiological model of compassion fatigue was developed by Charles Figley 
in 1995, and was used in this study to give underlying support to compassion fatigue (Figley, 
2002). The model is based on the assumption that a combination of emotional energy and 
empathy provide a major driving force in working successfully with traumatized clients (Figley, 
2002). Providing help to those who are suffering requires an empathic response, and effective 
therapeutic alliance between practitioners and clients (Figley, 2002). However, being empathic 
and compassionate involves costs to practitioners. The model outlines some variables that 






   Interactions among variables such as prolonged exposure, disengagement,  
empathic concern, traumatic recollections, and compassion stress can result in compassion 
fatigue conditions (Figley, 2002). The model further postulates that practitioners who do not 
effectively manage personal compassion stress conditions in trauma work settings, are at greater 
risk of compassion fatigue. Also, prolonged exposure to the suffering of clients over a protracted 
time frame increases practitioners’ risk of compassion fatigue (Figley, 2002). The etiological 
model proposes that practitioners’ ability to consciously disengage from clients’ traumatic 
suffering can help prevent the onset of compassion fatigue. The model is related to this present 
research as it provides a vital explanation about the development of compassion fatigue 
conditions in trauma-related settings. A detailed description of the model is presented in Chapter 
2. 
Constructivist Self-Development Theory 
Constructivist Self- Development Theory was employed as the foundational base  
for explaining behavior of practitioners who may develop compassion fatigue in trauma-related 
work settings. The CSDT may be described as both a constructivist theory of personality 
development and a clinical trauma theory (Trippany, Kress & Wilcoxon, 2004). The theory was 
developed by Laurie Anne Pearlman and colleagues in 1990 (McCann & Pearlman, 1990). The 
theory describes how individual thinking and developmental patterns are affected by trauma-
related events and settings (Frazier, 1992; Pearlman, 2013; Saakvitne, Tennen, & Affleck, 1998). 
The CSDT describes personality development as an interaction between individuals’ constructed 
schemas and their core self-capacities that shape their personal perspectives and perceptions 





The CSDT further highlights the conscious and unconscious developmental aspects 
 of an individual that may be greatly affected by trauma-related experiences (Pearlman, 2013; 
Trippany et al., 2004). The theory is based on the premise that humans actively construct 
individual realities by creating cognitive perceptions to aid their understanding of personal 
experiences in the environment (Giller, Vermilyea & Steele, 2006). The CSDT also suggests that 
experiences in trauma-related settings can influence individuals’ frame of reference and distort 
individuals’ normal ways of comprehending themselves and their environment (Giller et al., 
2006; Pearlman, 2013). The CDST is related to this investigation, as the theory describes how 
trauma-related experiences may influence individuals’ thinking processes as well as affect their 
behavioral patterns and reactions in a given environment (Miller et al., 2010). The theory is 
further explained in Chapter 2. 
Nature of the Study 
I utilized a quantitative, cross-sectional survey design to examine the predicative 
relationships between the independent and dependent variables. I collected data at one point in 
time and used the results to form an empirical explanation of the phenomenon under study (Tacq, 
2011). I gathered information from the participants through a survey methodology, and the data 
was transformed to numbers to enable quantitative interpretation in the data analysis (Smith, 
Fisher & Heath, 2011). As I examined a single group of participants to understand the 
phenomenon of interest, a cross-sectional survey design was appropriate for this study. I utilized 
both simple and multiple linear regression analyses to draw statistical inferences regarding how 
the independent variable affected the dependent variable, and I examined the effect of the control 





The independent variable in this study was compassion fatigue, and the  
dependent variable was the work attitudes of participants. Compassion satisfaction was used as a 
control variable to check the true impact that the independent variable had on the outcome 
variable. The survey also included a short section that gathered basic demographic information to 
describe the main characteristics of the participants. The data collection instruments consisted of 
Stamm’s Professional Quality of Life Scale (PRoQOL), Version 5, for measuring compassion 
fatigue in helping professionals (Stamm, 2010), and Kanungo’s Job Involvement Questionnaire 
(JIQ) for measuring practitioners’ work attitudes regarding their jobs (Kanungo, 1982). Both 
instruments have good validity and reliability scores, and detailed explanations and justifications 
for my decision to use these tools are provided in Chapter 3.  
This study was conducted in West Africa due to minimal research on compassion 
fatigue in developing countries (Bhutani et al., 2012). The results have contributed to the present 
knowledge base regarding compassion fatigue. Understanding how compassion fatigue 
specifically impacts work attitudes amongst practitioners provides opportunities for promoting 
the need for personal development, and training modifications that address the issue of 
compassion fatigue and how to manage it.  Unveiling factual relationships between compassion 
fatigue and work attitudes also empowers practitioners with empirical information about 
compassion fatigue issues in trauma-related work settings. The target population for this study 
was physicians working in government-owned, primary healthcare centers in communities across 





  Presently, there are 200 government-owned primary health centers in the state,  
out of which 161 have doctors. A total of 190 doctors are posted to the 161 health centers with 
doctors (Rivers State Ministry of Health [RSMOH], 2013). Sixty eight percent of the physician 
population is male, and 32% of the population is female (RSMOH, 2013). Health centers without 
doctors presently were not sent any questionnaires. I utilized a purposive sampling method to 
recruit participants for the study (Banerjee & Chaudhury, 2010; Creswell, 2013). Following 
successful data collection from participants, the data was entered into SPSS and analyzed using 
both simple and multiple linear regression analysis.  
Simple linear regression was used to test the relationship between the independent 
variable and dependent variable and to statistically test the strength of the associations between 
variables (Green & Salkind, 2011; Field, 2009). Multiple linear regression was used to retest the 
strength of association between the predictor variable and outcome variable, while controlling 
for compassion satisfaction (Field, 2011). Previous studies have indicated that compassion 
satisfaction represents positive aspects of crisis work that can also affect practitioners’ work 
behaviors (Linley & Joseph, 2007; Ray et al., 2013). As a result, the second model gave a clearer 
picture of the predictive relationship in the study and was able to ‘determine the true influence of 
the independent variable on the dependent variable’ (Creswell, 2013, p.53). The percentage of 
variance in the criterion variable accounted for by the independent variable was used to estimate 
the effect of compassion fatigue on work attitudes of the physicians (Field, 2011; Frankfort- 
Nachmias & Nachmias, 2008). Also, the observed statistical significance indicated whether the 
predictor variable which was compassion fatigue, made a significant contribution to predicting 
the outcome, which was the physicians’ work attitude (Field, 2011; Lynch, 2012). Additional 






Burnout:  A defensive response to prolonged occupational strain and long-term 
engagement in demanding work situations such as heavy caseloads (Craig & Sprang, 2010; 
James & Gilliland, 2013; Yeh, Ko, Chang, & Chen, 2007).   
Clinical work setting: The overall setting and prevailing atmosphere in the therapeutic 
environment where practitioners provide treatment and interventions for traumatized clients 
(Gleichgerrcht & Decety, 2013; James & Gilliland, 2013).    
Compassion fatigue: A deep emotional, psychological, spiritual and physical weariness 
that may cause emotional pain and a sense of indifference to the suffering of others due to 
extensive exposure to indirect trauma or secondary traumatization (Coetzee & Klopper, 2010; 
Smith, 2007; Stamm, 2010).    
Compassion satisfaction: The motivation and pleasure that practitioners may get from 
their ability to work effectively with clients despite challenges of traumatic situations (James & 
Gilliland, 2013; Severn et al., 2012; Stamm, 2010).    
Crisis workers: Human services professionals who are trained and skilled in bringing 
intervention and support to individuals, families, and groups experiencing short-term or long-
term physical, mental, and psychological traumatic challenges (James & Gilliland, 2013). 
Practitioners: Human services personnel who practice in clinical and therapeutic work 





Primary traumatization: The psychological, emotional, and physical pain that can occur 
from direct contact with trauma filled events (James & Gilliland, 2013; Meadors et al., 2010). 
Secondary traumatization: Traumatic experiences that result from indirect exposure to 
deep trauma, such as caring for individuals suffering from primary traumatization (Cieslak et al., 
2013).  
Vicarious trauma: A form of permanent transformation in practitioners’ inner 
experiences following deep sharing in clients’ lived traumatic experiences, and it results in 
practitioners’ cognitive disruptions and negative change that mimics traumatic symptoms of 
clients (Branson et al., 2013; Meadors et al., 2010).   
Work attitudes: Practitioners’ degree of involvement with their work, and their 
dispositions to clients’ needs in the clinical work setting (Kanungo, 1982; Yeh et al., 2007).  
Assumptions 
 The study was based on certain assumptions, which included the assumption that  
the surveys gathered objective responses from participants that reflected honesty and 
truthfulness. It is important for participants to give truthful responses to avoid inaccurate 
inferences in the study (Bilsborrow & Henry, 2012; Robson, 2006). Failure to give honest 
responses by participants may lead to distortions in the assessment and outcomes of the study 
variables (Bilsborrow & Henry, 2012). Another assumption was that participants considered the 
issue of compassion fatigue as relevant to them, and genuinely participated in the research to 





It was assumed that the study was not subject to any form of researcher bias,  
as data gathered was based on standardized instruments, in order to establish objective results in 
line with quantitative approach (Beebe, Locke, Barnes, Davern, & Anderson, 2007).  It was 
further assumed that the instruments which were utilized to collect data on the study variables 
accurately and reliably measured participants’ compassion fatigue and work attitudes. There was 
also the assumption that participants in the study, worked and practiced in clinical work settings 
that served clients experiencing crisis situations. 
The general assumptions of survey research also applied to this study. Survey  
research studies assume that participants’ responses to survey questions present a good measure 
of the social behavior being tested (Williams, 1959). Survey responses represent scientifically 
legitimate data from which inferences may be drawn, regarding the phenomenon under study. It 
was further assumed that the language used in the survey instruments was simple and not beyond 
the understanding of participant physicians. Moreover, the survey instruments’ Cronbach alpha 
scores for the study sample gave insight to reliability of the instruments in the present study. It 
was assumed that participants gave careful and objective answers to prevent response biases of 
socially desirable responding; careless responding; tendency to agree to survey questions; and 
tendency to choose extreme ratings from the choice range (Davern 2013; Robson, 2006). 
Scope and Delimitations 
 This study focused on practitioners’ compassion fatigue in relation to their work  
attitudes in the clinical work setting. The effect of compassion fatigue on practitioners’ quality of 
life and interpersonal relationships outside the work environment was not investigated in this 
study. Also, practitioners’ experiences of primary traumatization were not addressed in this 





 in the work environment to examine the predicative relationship between the variables. 
Compassion satisfaction was entered into the regression analysis as a control variable, so that the 
real impact of the predictor variable on the outcome variable could emerge. Information about 
basic demographic factors and burnout was retrieved from the frequency distribution analysis for 
descriptive explanations, but was not investigated in this present study. The scope of the research 
was further limited to primary care physicians working in government-owned, primary health 
care centers in communities across Rivers State in Nigeria’s Delta region. Physicians in private 
practice and those outside the study location were not included in this study. Physicians in 
general hospitals and university teaching hospitals were also not included in this study.  
The conceptual framework for this study was a combination of the etiological model  
of compassion fatigue, and the CSDT. The etiological model of compassion fatigue was used to 
describe the compassion fatigue construct. The CDST was used to provide explanations about 
how individuals’ interconnectedness, and sharing processes while working with victims of 
trauma, could lead to secondary forms of trauma. The CDST was further used to explain how 
practitioners’ perceived realities can affect their reactions in social settings. However, stress 
theory and trauma theory, which also provide explanations about individuals’ thinking patterns 
and reactions to diverse forms of challenges, and give additional insight into aspects of traumatic 





Limitations of the Study 
 There were several limitations in this study that may affect its generalizability.  
This study was limited to physicians who work in government-run primary health care centers in 
Nigeria’s Delta region. Utilizing physicians from both government-owned and private care 
centers would have presented a better representative population of medical doctors. Selection-
bias was also a limitation to this study, as participants were not recruited in a random manner, 
and actual participants may have certain characteristics that could affect the study outcome. 
However, the limited focus of the study implied that results from the study could only be 
generalized to the specific population and location of the research. Study participants may have 
responded to survey questions in a manner that support the way they think to be normal, instead 
of the way that reflects their real experiences. Social desirability bias promotes over-reporting of 
socially appropriate responses and under-reporting of socially undesirable behaviors (Beebe et 
al., 2007). Social desirability results in distortion of responses in surveys. Distorted responses 
can negatively affect the validity of the research, and it would be difficult to draw useful and 
meaningful inferences from results (Bilsborrow & Henry, 2012; Creswell, 2013).  
The anonymous nature of the questionnaires that were used in this study may have  
helped to address the challenges of social desirability bias, to an extent. Participants were assured 
that their privacy and confidentiality were protected, to encourage more openness in participation 
(Beebe et al., 2007).  Participants who did not return questionnaires generated non-response bias 
which reduced the sample size for the study. Non-response bias presents challenges to survey 
research, as non-respondents may be different from respondents regarding the study variables 





As a result, the study did not capture information about non-respondents which may  
be different from information gathered from respondents. This was reported as a possible 
limitation of study findings in this research. However, I endeavored to utilize a large percentage 
of the total population to capture many cases. I also utilized follow-up reminder strategies to 
persuade participants to respond, in order to increase the response rate, as needed. 
Significance of the Study 
This study on how compassion fatigue impacts work attitudes in practitioners  
who manage clients experiencing crisis situations, is important to diverse audiences. Participants 
received concrete information about the predictive relationships between compassion fatigue and 
work attitudes in trauma-related clinical settings.  Results of the study may be used to advocate 
for the need for additional studies on compassion fatigue in African settings in an effort to 
promote widespread knowledge about the construct. Further, results could be used to promote 
the need for strategies and interventions for preventing, managing and treating compassion 
fatigue. These strategies and interventions could help empower practitioners with practical tools 
to enhance self-care, and promote social change. When practitioners are empowered with vital 
information about compassion fatigue challenges, they will be able to take practical steps to 
enhance personal wellness and improve work-related behaviors in trauma settings.  
By presenting an executive copy of this study to the health board that oversees  
the participants’ work-related issues, vital information about compassion fatigue was made 
available to policy makers. Information about how compassion fatigue impacts practitioners’ 
work attitudes could prompt policy makers to take positive actions to improve practitioners’ 
wellbeing at work. Results from the study could also be used to promote advocacy for 





practitioners to include information about compassion fatigue and how to combat it. 
Furthermore, the study added to the body of knowledge on compassion fatigue in different ways.  
Findings gave information about compassion fatigue and work attitudes on the specific study 
group in the research location. The results presented conclusions that support some aspects of 
previous literature, and provided further support for past arguments about compassion fatigue. 
The research findings and interpretations also, differed from previous literature in some areas.    
Summary 
 Research on compassion fatigue in trauma-related settings has witnessed significant 
increase in the human services field (James & Gilliland, 2013; Newell & MacNeil, 2010). 
Compassion fatigue may result from secondary forms of traumatization, and it can create a sense 
of helplessness and confusion in practitioners who work with trauma victims. The sense of 
helplessness and confusion in practitioners could lead to subtle or profound apathetic behaviors 
in the work environment (Coetzee & Klopper, 2010; Figley, 2002).  Researchers have shown that 
there is a relationship between practitioners’ empathy and the quality of care they provide to 
clients (Donahue et al., 2012; Gleichgerrcht & Decety, 2013; Radey & Figley, 2007).  
Detachment, instead of emotional engagement with clients, may protect practitioners from 
burnout and compassion fatigue (Branson et al., 2013). However, the detachment often results in 
negative consequences that could bring challenges to the healing process, and undermine the 
practitioner’s professional ethical principles of beneficence (Harr, 2013; James & Gilliland, 






Researchers on compassion fatigue have mostly concentrated on American and 
 European settings and few investigations have been conducted in the developing countries 
(Bhutani et al., 2012; Musa & Hamid, 2008). The purpose of this quantitative, cross-sectional 
research was to investigate how compassion fatigue experiences might impact practitioners’ 
work attitudes in the African clinical work setting. The etiological model of compassion fatigue, 
as well as the constructivist self-development theory (CSDT) provided the major theoretical 
underpinnings for explaining practitioners’ reactions to secondary traumatic experiences in 
trauma-related therapeutic settings. By examining the relationships between compassion fatigue 
and work attitudes in practitioners, results from the study gave indications of the extent to which 
compassion fatigue could affect practitioners’ work attitudes in the clinical work setting. The 
study focused on primary care physicians operating in government-owned, primary health care 
centers in communities across Rivers State in Nigeria’s Delta region. 
Chapter 2 provides an in-depth review of literature on the construct of compassion 
fatigue. The review includes literature on how the construct is measured and literature on 
underlying theories of compassion fatigue. Literature on the dependent variable, work attitudes 
are also reviewed with explanations that support the meaning of work and attitudes, regarding 
this study. I further synthesize existing literature that gives theoretical explanations about how 
compassion fatigue may affect work dispositions and behaviors in practitioners that provide 





 Chapter 3 presents a detailed description of the research design and approach that 
I utilized in this study. The target population, instruments, operational definition of variables, 
and procedures for data collection, are also described. Further, the data analysis process, threats 





Chapter 2: Literature Review 
Introduction 
 Frontline practitioners in the clinical work setting provide direct care to clients 
who may experience complex physical, psychological, and mental health challenges that require 
extensive medical and therapeutic support (Potter, DeShields, Berger, Clark, & Olsen, 2013; 
Ray, Wong, White, & Heaslip, 2013). Researchers have shown that over time, the intense 
involvement with traumatized clients can lead to secondary traumatic experiences in 
practitioners, and those traumatic experiences have  implications for the practitioner’s work 
productivity and wellness (Adams, Boscarino, & Figley, 2006; Baum, Sharon, & Rahav, 2014; 
Harrowing, 2011). Practitioners’ personal and professional qualities of compassion, empathy, 
and deep caring that produce effective therapeutic relationships, can be potentially rewarding and 
destructive at the same time, in traumatic work settings (Figley, 2002; Gleichgerrcht & Decety, 
2013; Johnson, Bertschinger, Snell, & Wilson, 2014). According to James and Gilliland (2013), 
the deep empathy needed to effectively manage the emotionally challenging situations of 
traumatized clients makes practitioners vulnerable to emotional drain. 
Previously, researchers have examined the prevalence of compassion fatigue and risks for 
developing the condition in practitioners working in trauma-related work-settings (Thompson, 
Amatea, & Thompson, 2014). Some researchers have further investigated the effects of 
compassion fatigue on practitioners’ wellbeing and quality of life (Collins & Long, 2003; 
Slocum-Goris et al., 2013). However, there is minimal discussion on how compassion fatigue 
specifically predicts practitioners’ work attitudes in the clinical work setting (Severn et al., 2012; 
Slocum-Goris et al., 2013). The construct has also been understudied in the developing countries 





The purpose of this study was to investigate the impact of practitioners’ compassion 
fatigue experiences on their work attitudes in the African clinical work setting.The challenge of 
compassion fatigue creates severe costs to practitioners’ personal and professional lives, to 
clients’ therapeutic experiences,  and to care-giving organizations (Austin et al., 2009; Corso, 
2012; Harr, 2013; Negash & Sahin, 2011). Past researchers have shown higher rates of physical 
and psychological illnesses such as depression, anxiety and sleep disorders in practitioners who 
experience compassion fatigue (Gough, 2007; James & Gilliland, 2013; Kjellenberg, Nilsson, 
Daukantaite, & Cardena, 2013). Clients have also reported lower satisfaction with services 
provided in therapy that could be linked to practitioners affected by compassion fatigue and 
burnout (Austin et al., 2009; Ray et al., 2013).  
In a study conducted in an oncology unit, researchers found that compassion fatigue 
decreased nurses’ productivity in the workplace, and led to decreased patient satisfaction in the 
units (Potter, Deshields, Divanbeigi, & Berger, 2010).The service organizations which employ 
practitioners with compassion fatigue may notice higher turnover rates, absenteeism, and lower 
productivity in the affected practitioners (Newell & MacNeil, 2010; Sawatzky & Enns, 2012). 
Understanding how compassion fatigue affects practitioners’ work attitudes may provide 
practitioners with useful information to decrease compassion fatigue and improve their empathic 





In this chapter, I first present the strategy I used to locate literature related to this study. 
Next, I present the theoretical foundation for compassion fatigue as it applies to this study.  
Compassion fatigue is further reviewed regarding crisis practitioners and traumatic work 
settings. The literature review also presents some past investigations on the importance of work 
and work-related attitudes, in the work setting.  Literature on the relationship between 
compassion fatigue and compassion satisfaction is reviewed, to give insight into levels of work-
related pleasure exhibited by practitioners experiencing compassion fatigue.   
Literature Search Strategy 
 The Walden University online library provided most of the peer- reviewed articles 
utilized for the literature review. The databases that I searched included: SocINDEX, 
PROQUEST, PsycARTICLES, PsycTESTS, PsycEXTRA, Education Resources Information 
Center (ERIC), Education Research Complete, Counseling and Psychotherapy Transcripts, 
PsycINFO, Psychology: A Sage Full Text Collection, PsycCRITIQUES, and eBook Collection 
(EBSCO HOST). I also accessed the National Institutes of Health’s National Library of 
Medicine (NIH\NLM) online to gather free full- text scholarly articles published in PUBMED 
Central (PMC). The keywords I used for searching the literature included the following: 
compassion fatigue, secondary trauma, stress, occupational hazard, attitudes, physicians, crisis 
workers, burnout, empathy, occupational stress, compassion satisfaction, work involvement, and 
traumatic stress. I searched for foundational literature on compassion fatigue in articles that were 
published in the 1990s’ as the construct was established during the period. However, more focus 
was placed on recent literature published within the last five years in order to explore current 






The conceptual frame work for the study was based upon the etiological model of 
compassion fatigue (Figley, 2002) and the CSDT (McCann & Pearlman, 1990). The etiological 
model of compassion fatigue was used to give a basic explanation of the compassion fatigue 
concept.  The CSDT provided a foundational description of how compassion fatigue may impact 
practitioners’ work-related behaviors. Both theories were used to give theoretical underpinnings 
to this study. 
Etiological Model of Compassion Fatigue 
The concept of compassion fatigue was developed in response to the phenomenon of 
clinical helping professionals’ reduced ability to effectively nurture clients, especially in the 
trauma work environment (Coetzee & Klopper, 2010). Compassion fatigue was originally 
introduced by Joinson (1992) who presented the concept as an expanded form of burnout that 
transcends environmental workplace stressors. Compassion fatigue uniquely includes physical 
and psychological stressors from clients’ traumatic situations, which contribute to practitioners’ 
trauma-related challenges in clinical work settings. Such trauma-related challenges may lead to a 
distinct and unique loss of nurturing ability in clinical practitioners, which could lead to 
psychological consequences for both clients and practitioners in the helping relationship (Bush, 
2009; Ray et al, 2013). Some researchers have explained the concept as practitioners’ loss of 
nurturing ability in the clinical setting (Bush, 2009; Gleichgerrcht & Decety, 2013; Lynch & 
Lobo, 2010), while others such as Figley equate compassion fatigue with secondary traumatic 





 Compassion fatigue may be described as the end result of a cumulative and  
progressive stress process, owing to extensive exposure to clients’ traumatic experiences 
(Gleichgerrcht & Decety, 2013; Lynch & Lobo, 2010). Compassion fatigue has been further 
depicted as a ‘loss of self’, owing to practitioners’ constant and continuous giving away of 
internal energy in intense empathic involvements and engagements without engaging in the 
commensurate restorative processes needed for maintaining a balanced equilibrium (Bush, 
2009). In the absence of restorative measures, practitioners’ interest and psychological capacity 
to bear the sufferings of clients in an unconditional and empathic manner become depleted 
(Coetzee & Klopper, 2010; Lynch & Lobo, 2010). The process leading to compassion fatigue 
starts with a condition of compassion discomfort, and progresses to a more severe state of 
compassion stress. Compassion stress that exceeds practitioners’ threshold of emotional pain, 
and is not properly managed ultimately results in compassion fatigue (Gough, 2007; Harr, 2013).  
 The etiological model of compassion fatigue proposed by Figley (2002) as presented 
in Figure 1 exemplifies how practitioners’ emotional energy and empathy could be stretched 
through prolonged exposure and engagement in trauma-related settings. The model shows that 
practitioners who are exposed to continuous suffering and trauma, and who respond with 
empathy, are at risk for compassion fatigue. The model highlights variables that interact in 
trauma-related settings to produce compassion fatigue experiences in affected practitioners. 
Practitioners’ empathic abilities provide the fundamental aptitude for noticing the suffering of 
clients and for developing the empathic concern that motivates them to offer genuine assistance 









Figure 1: Figley’s Compassion Stress and Fatigue Model (Figley, 2002, p. 1437).  
Both empathic ability and empathetic concern are the keystones for providing empathic 
responses when practitioners are exposed to traumatized clients. Disengagement and satisfaction 
are factors that decrease susceptibility to compassion stress, and protect practitioners. 
Disengagement represents the extent to which practitioners can consciously and objectively 
distance themselves from their clients’ deep pains, during the helping process. Practitioners’ 
satisfaction with their efforts to help clients generates good sense of achievement which can also 
reduce susceptibility to compassion stress.  
Compassion stress occurs in the on-going process of relieving clients’ suffering, and can 
be prevented by practitioners’ conscious disengagement effort, and satisfaction with the helping 
process. However, practitioners who may not be adequately equipped to manage the high stress 





represents the “residue of emotional energy from the empathic response” (Figley, 2002, p. 1437). 
In situations where compassion stress is unabated, continued prolonged exposure to secondary 
trauma may trigger more traumatic recollections and subsequently produce compassion fatigue 
(Boscarino et al., 2010; Figley, 2002). Practitioners’ personal and professional life challenges 
such as family issues and sudden changes in job schedules may exacerbate the risks of 
compassion fatigue in vulnerable practitioners in the clinical work setting (Figley, 2002).  
The Constructivist Self-Development Theory 
Constructivist self-development theory integrates principles of psychoanalytical 
theories such as self-psychology, interpersonal psychiatry, and object relations, with 
constructivist, cognitive development, and social learning theories to explain human behaviors 
and responses to traumatic situations (Pearlman, 2013; Saakvitne, Tennen, & Affleck, 1998; 
Trippany, Kress, & Wilcoxon, 2004). The CSDT was developed by Laurie-Ann Pearlman and 
colleagues in 1990 (Frazier, 1992; Pearlman, 2013). The theory was presented as a framework 
for assessing and treating traumatized individuals (McCann & Pearlman, 1990).  The theory 
focuses on the underlying causes of trauma-related experiences in affected individuals (Branson, 
Weigand, & Keller, 2013; Everly & Lating, 2004; Trippany et al., 2004) and how those 
experiences affect individual reactions and adaptations to a specific social context (Miller, 
Flores, Pitcher, 2010; Pearlman, 2013). The CDST also describes areas of the self that can be 





Individuals’ reactions to trauma may be uniquely linked to the personality of affected 
persons, the physical and psychological resources available to individuals, and the unique needs 
of individuals (Everly & Lating, 2004; Trippany et al., 2004). In addition, the impact of trauma 
may be influenced by the social and cultural context of the external settings of individuals 
(Pearlman, 2013; Saakvitne et al., 1998). The CSDT asserts that individuals can use their ego 
resources and interpersonal skills to manage their responses to stress or trauma (Miller et al., 
2010; Pearlman, 2013).  
The CSDT posits that intense engagement with traumatized clients can cause  
long-term alterations in practitioners’ own cognitive schemas, self-capacities, and imagery 
system of memory (McCann & Pearlman, 1990). Secondary trauma can bring disruptions to 
practitioners’ cognitive schemas or mental frameworks in areas of trust, belief, assumptions, 
safety, control and intimacy (Dunkley & Whelan, 2006). Practitioners may begin to question 
their foundational beliefs and assumptions about life. Through their traumatized clients, 
practitioners are exposed to the painful impact of violations and betrayal of trust on human lives 
in the society. Practitioners’ schemas about trust and safety can be distorted by their clients’ 
horrific experiences of betrayal and violations (McCann & Pearlman, 1990). Long-term exposure 
to traumatic experiences of clients brings alterations to practitioners’ imagery system of memory, 
through intrusive traumatic thoughts. Such alterations in practitioners’ memory may become 





Practitioners can experience their clients’ traumatic imagery as flashbacks, intrusive 
thoughts or dreams (McCann & Pearlman, 1990). The CSDT suggests that clients’ traumatic 
memories can become incorporated into the practitioner’s memory system, leading to 
uncomfortable emotions of anxiety, anger or sadness (McCann & Pearlman, 1990). According to 
Dunkley and Whelan (2006), experiences of disturbing imagery and intrusive thoughts in 
practitioners lead to short or long-term defensive reactions, including distancing, numbing, and 
reduced empathy.  
The CSDT further posits that practitioners’ exposure to clients’ trauma materials over  
time brings distortions to practitioners’ self-capacities, and established sense of self (Trippany et 
al., 2004). Self-capacities represent inner capabilities that help individuals maintain consistent 
sense of identity, and connection to others (Trippany et al., 2004). Practitioners’ experiences of 
secondary trauma can disrupt their self-capacities and create difficulties in interpersonal 
relationships (Dunkley & Whelan, 2006). Practitioners who experience loss of identity may also 
experience challenges with controlling negative emotions (McCann & Pearlman, 1990). Inability 
to manage negative emotions could bring work-related challenges to practitioners who serve 
traumatized clients. Distortions in self-capacities due to experiences of secondary trauma make 
affected practitioners to lose their self-confidence, and question their capabilities (Dunkley & 
Whelan, 2004). Disruptions to practitioners’ self-capacities, imagery systems, and cognitive 
schemas can negatively affect the client-practitioner relationship, and practitioners’ functioning 
in trauma work settings (McCann & Pearlman, 1990; Pearlman, 2013; Trippany et al., 2004). 
CSDT is relevant for this study because the theory provides perspective for understanding how 
secondary traumatization affects practitioners’ sense of self, and their behaviors in trauma-





The CSDT has been utilized in previous studies to explain practitioners’  
psychological challenges in traumatic work settings. Saakvitne et al. (1998) applied CSDT in an 
explorative study that focused on practitioners’ ability to thrive in clinically traumatic conditions. 
Researchers found that disruptions to individuals’ worldviews, particular identities, and belief 
systems were relative to their personal characteristics. Researchers also found that the gradual 
process of thriving in adversity involved individuals’ readiness to ‘pace their recovery’, and 
rebuild shattered beliefs. Some participants shared that the negative shifts in beliefs they 
experienced due to clients’ trauma, made them more realistic about life. Researchers concluded 
that changes in practitioners’ thought patterns and schemas in trauma situations, are relative to 
individual characteristics, and represent forms of adaptations to recurrent traumatic materials.   
The CSDT has also been used as foundational theory regarding practitioners’ behavior  
in a number of settings. Results from an exploratory study about numbing experiences by Deiter-
Sands and Pearlman (2009) showed that practitioners constructed individual narratives and 
created meanings for strong self-capacities that helped them thrive amidst constant trauma. 
Williams, Helm, and Clemens (2012) utilized CSDT to investigate the effects of individual and 
organizational factors on health therapists’ experiences of vicarious trauma. The researchers 
applied the theory to provide information about how practitioners restructure and recreate their 
perceptions and realities based on stressful experiences in trauma-related work environment. The 
researchers further used CSDT to describe theoretical relationships between practitioners’ 
personal wellness, workload, organizational factors, and experiences of secondary trauma 
(Williams et al., 2012). The CSDT asserts that individuals’ ability to maintain strong self-
capacities in terms of regulating self-esteem and tolerating strong affect is crucial for thriving in 





adaptations may result in powerful physiological and psychological tensions that can promote 
personal challenges in interpersonal relationships (Branson et al., 2013).  
 The CSDT was applied to this study in relation to compassion fatigue and work attitudes  
in crisis workers. Exposure to trauma in clinical work settings can lead to secondary trauma in 
practitioners, and it can influence the client-practitioner relationship at work.  As compassion 
fatigue results from practitioners’ exposure to recurrent traumatic materials of clients (Gallagher, 
2013), the CSDT gave insight into traumatic consequences that can occur in practitioner-client 
relationships. Secondary trauma that can be experienced by practitioners in the therapeutic 
relationship could lead to disruptions of practitioners’ perceptions of reality. Such disruptions 
could create disorientation and challenges to practitioners’ original belief system or worldview, 
and affect work behaviors and functionality (Pearlman, 2013; Saakvitne et al., 1998). Disruptions 
to self- capacities component through traumatic experiences could bring a loss of identity and 
difficulties in controlling negative emotions arising from the suffering of others (Everly & 
Lating, 2004). Disruptions to ego- resources could promote apathy, dilemma, and detachment 
from interpersonal relationships, with ethical implications in the work setting (Miller et al., 2010; 
Pearlman, 2013; Trippany et al., 2004). In addition, disruptions to cognitive schemas and 
psychological needs could create challenges to issues of trust, safety, intimacy, and sense of 
control needed for mental equilibrium (Saakvitne et al., 1998; Trippany et al., 2004). According 
to the theory, practitioners’ susceptibility to compassion fatigue can create emotional challenges 
with pervasive and cumulative impact on work-related behaviors in the clinical setting (Miller et 





Compassion Fatigue Research and Measurement 
Past research has shown that compassion fatigue is exacerbated by factors such as 
constant exposure to clients’ traumatic stories, extensive stress in the work environment, and 
practitioners’ minimal self-care skills (Cieslak et al., 2013). Compassion fatigue affects the 
cognitive, behavioral and emotional aspects of practitioners and may manifest in low 
concentration at work, apathy, detachment, depletion, depression, irritation, mood swings and 
anorexia (Berzoff & Kita, 2010). Killian (2008) conducted a mixed method study that focused on 
clinicians’ secondary trauma and coping in their work with survivors of deep trauma. Using a 
cross-sectional survey of 104 clinicians, the researcher found that therapists’ sense of 
powerlessness to alleviate clients’ pain, past trauma history, work drain and emotional self-
awareness, accounted for 54% of the variance in compassion fatigue. The researcher also found 
from the results of interviews that practitioners’ further experienced trauma-related work stress 
beyond clinical hours. Yoder (2010) conducted a quantitative study that examined conditions 
that increased risk of compassion fatigue in clinical settings. A sample of 102 practitioners was 
used, and study results showed that practitioners who worked longer shifts in trauma units were 
more irritable, and at greater risk of compassion fatigue.  
Perry, Toffner, Merrick, and Dalton (2011) conducted a qualitative study, and the 
results indicated that practitioners’ inability to end patients’ suffering compounded the 
practitioners’ risks for compassion fatigue. Some studies have shown that practitioners’ risk for 
compassion fatigue does not depend on their area of specialization in the care-giving field. 
Hooper, Craig, Janvrin, Wetsel, and Reimels (2010) conducted a study on 109 nurses, and found 
high risk of compassion fatigue in participants, regardless of nursing specialty. The quantitative 





Life Scale (ProQOL). Analysis of Variance (ANOVA) was used to determine differences in risk 
for compassion fatigue among nurses who worked in emergency care (n = 49), oncology (n = 
12), nephrology (n = 16), and intensive care (n = 32). Researchers found no differences in the 
risk level for compassion fatigue among the nursing specialties examined in the study. 
Researchers concluded that participants were at risk for compassion fatigue, despite their 
different nursing specialties. 
In an unrelated study, Bellolio et al. (2014) surveyed a total of 255 resident physicians 
with specializations in neurology, emergency medicine (EM), pediatrics, family medicine, 
orthopedics, general surgery, and obstetrics. The Professional Quality of Life Scale (ProQOL) 
and a demographic questionnaire were used to collect data. Multiple regression analysis was 
conducted to analyze the data. Results indicated that the number of exposures and the length of 
exposures significantly predicted compassion fatigue. Researchers concluded that physicians 
who had great exposure to traumatized patients for long periods of time were at high risks of 
compassion fatigue. The researchers further revealed that having child dependents significantly 
increased physicians’ risk for compassion fatigue at work.  Researchers concluded that 
individual life challenges such as the number of dependents practitioners have, further 
exacerbated risks of compassion fatigue in susceptible clinicians, more than their area of 
specialization.  
Some scholars argue that compassion fatigue experiences bring adverse changes to 
practitioners that are pronounced or concealed from others, depending on self-care resources and 
support systems available to affected practitioners. Day and Anderson (2011) conducted a 
qualitative study on informal caregivers for family members with dementia. Interviews were 





emotional disengagement, apathy, and avoidance. Some participants shared about their hidden 
feelings of negative emotions such as shame and disgust, which they were embarrassed to admit. 
One participant likened her caregiving experience to a funeral that never ends. However, few 
participants expressed their unconditional love for their suffering family members, and accepted 
the distress they experienced as part of the care-giving process. Researchers concluded that 
caregivers of family members with dementia can experience feelings of helplessness and 
hopelessness during the caregiving process. Researchers further concluded that caregivers can be 
emotionally disengaged to their patients, but try to live in self-denial by concealing their negative 
emotions in the caregiving process. According to Figley (2002), practitioners may fail to seek for 
therapeutic help when needed, especially when there is tendency to endure the burdensome 
memories that can arise in the helping process.   
Researchers assert that compassion fatigue symptoms comprise burnout and  
secondary traumatic stress experiences (Austin et al., 2009), with implications for practitioners 
both within and outside the workplace (Gough, 2007). In a qualitative study of registered nurses, 
researchers identified feelings of emotional emptiness, loss of balance, sleeplessness, and 
withdrawal syndromes as indicators of compassion fatigue in affected participants (Austin et al., 
2009). Symptoms of intrusive thoughts, hyper-vigilance, depression, anxiety and mood swings 
may also occur (Figley, 2002; James & Gilliland, 2013; Ray et al., 2013).  
Some standardized instruments have been developed to measure and determine  
the level of compassion fatigue in clinical practitioners involved in traumatic work settings. 
Instruments that measure compassion fatigue tend to be utilized as screening devices to provide 
awareness and information to affected practitioners for informed prevention and self-care 





fatigue self-test (CFST) was designed to assess both compassion fatigue and job burnout 
(Boscarino et al., 2010; Figley, 2002; James & Gilliland, 2013). The CFST was based on the 
practitioner-client experience of the developers, and includes 40 items with scores that can be 
classified as low, moderate, or high levels of compassion fatigue (Bride et al., 2007; Boscarino et 
al., 2010). Further work on the CFST by Figley and some colleagues produced a 66-item 
instrument that incorporated some positively oriented questions alongside the negatively oriented 
compassion fatigue questions (Stamm, 2010). Another version of the CFST, the compassion 
fatigue scale- revised (CFS-R), comprising 30 items, was developed by Gentry, Baronwosky and 
Dunning (2002). However, there have not been any reports on the validity and reliability of the 
CFS-R, and few studies have used the measure in research (Bride et al., 2007). 
 The professional quality of life scale (ProQOL) is a more widely utilized measurement 
for compassion fatigue that was particularly designed for practitioners who respond to crisis and 
emergency situations (Cieslak et al., 2013; Stamm, 2010). The ProQOL directly evolved from 
Figley’s CFST (Boscarino et al., 2010; James & Gilliland, 2013; Potter et al, 2013; Ray et al., 
2013). Researchers advise that it is vital for individuals taking the ProQOL test to understand the 
test results as part of their self-care plan in trauma-related work settings (Bride et al., 2007; 
Cieslak et al., 2013; Ray et al., 2013). Understanding that the test is non-diagnostic is important 
to promote informed participation and objective response to items on the scale (Bride et al., 
2007).  Researchers argue that due to the complex nature of compassion fatigue, no single 
measure captures all aspects of the concept, which may include cognitive distortions, trauma 
symptoms, burnout, and general psychological distress (Boscarino et al., 2010; James & 
Gilliland, 2013). Using more than one measure to assess the compassion fatigue construct may 





However, I used the ProQOL scale to determine compassion fatigue levels within the time frame 
and limited resources available for this study. 
Researchers have employed both qualitative and quantitative methods in exploring the 
compassion fatigue construct in clinical practitioners. In some qualitative studies, researchers 
mainly utilized interviews and focus group discussions to elicit crucial information from 
participants for detailed analyses and conclusions (Harr, 2013; Negash & Salin, 2011; Smith, 
2007). Anandaraja and Roseman (2013) conducted a qualitative study to explore practicing 
physicians’ views about compassion fatigue in medical practice. Using personal in-depth 
interviews, the researchers examined physicians’ experiences of compassion fatigue. Many 
participants in the study shared personal emotional challenges which they experienced in their 
work. Researchers found that compassion fatigue among physicians is not uncommon, as 
physicians revealed personal experiences of emotional exhaustion at work. Researchers 
concluded that barriers to compassionate care included emotional pressures at work, and some 
organizational values that limited physicians’ capacities in the work setting.  
Menezes, Hodgson, Sahhar, and Metcalfe (2013) also conducted a qualitative study  
on compassion fatigue among medical and allied health professionals practicing in fetal medicine 
specialties in Australia. Data were collected using in-depth interviews. The participants 
expressed concerns about the emotional impact of working with clients who were suffering as a 
result of adverse pregnancy outcomes. Some participants shared their experiences of 
sleeplessness and feelings of anxiety over their clients’ problems. Researchers concluded that 
health professionals providing care to couples at risk of fetal abnormality are vulnerable to 





Researchers conducting quantitative studies on compassion fatigue have utilized 
cross-sectional surveys to examine interactions between compassion fatigue, compassion 
satisfaction and burnout experiences in practitioners. Most researchers have primarily used the 
ProQOL to measure compassion fatigue. Ray et al. (2013) conducted a quantitative study on 
frontline mental healthcare professionals (FMHPs) in Ontario, Canada. A total of 169 FMHPs 
who worked in a variety of roles such as psychology, nursing, social work, and psychiatry 
participated in the study. The ProQOL and a demographic questionnaire were used in the cross-
sectional survey to determine relationships among compassion fatigue, burnout, compassion 
satisfaction, and work life condition. Pearson correlation and multiple regression were used for 
analysis in SPSS version 16.0. Results showed that compassion fatigue was negatively associated 
with satisfactory work life condition, while compassion satisfaction was positively associated 
with satisfactory life condition. Compassion fatigue was positively associated with burnout, 
while compassion satisfaction had negative correlations with burnout. Researchers concluded 
that satisfactory work life condition supported high levels of compassion satisfaction in helping 
professionals, and helped reduce risk for compassion fatigue.  
Craig and Sprang (2010) examined relationships among compassion satisfaction, 
compassion fatigue, and burnout in trauma treatment therapists across the United States. The 
quantitative survey used the ProQOL scale and a demographic scale to investigate 532 
participants. Multiple regression was used to determine associations between the study variables, 
as well as clinician factors that can affect compassion fatigue. Factors of age, years of 
experience, number of caseloads, and evidence-based practice were entered into the regression 
model. Results revealed significant positive relationships between compassion fatigue and 





burnout. Age and years of clinical experience did not significantly predict compassion fatigue. 
However, number of caseloads and use of evidence-based practice were significant predictors of 
compassion fatigue. Researchers concluded that increased caseloads in the clinical setting 
constituted high risk for compassion fatigue. In addition, utilization of evidence-based practices 
significantly decreased burnout and compassion fatigue.   
Fernandez-Parsons, Rodriquez, and Goyal (2013) used a quantitative, cross-sectional 
design to assess the relationships between moral distress and compassion fatigue in emergency 
nurses. Results showed that participants who scored high in moral distress reported high levels of 
compassion fatigue. Researchers concluded that moral distress in trauma work settings 
significantly affected the participants’ risk for compassion fatigue. A quantitative study 
conducted by Ariapooran (2014) focused on compassion fatigue and the role of social support. 
Using a cross-sectional survey design, the researcher sampled 173 participants from public 
hospitals in Malayar, Iran. Results indicated a high prevalence of compassion fatigue in Iranian 
nurses. In addition, the level of social support both in the home and at work was a significant 
predictor of compassion fatigue. Researchers concluded that some nurses, especially those in 
emergency care units, are at a high risk of compassion fatigue, and holistic support systems are 
necessary to manage compassion fatigue. In a quantitative cross-sectional survey conducted in 
Japan, anonymous questionnaires were distributed to 255 nurses and midwives working in 





 Mizuno et al. (2013) utilized the ProQOL measure and Emotional Work Scale to 
assess relationships between compassion fatigue, compassion satisfaction, and emotional work. 
Multiple regression analysis revealed that of all the tested variables, the display of negative 
emotions significantly predicted compassion fatigue in participants. Researchers concluded that 
providing abortion services was highly distressing for midwives and nurses owing to clients’ 
suffering. Also, the traumatic emotions associated with experiences of distress exacerbated 
compassion fatigue. 
 Some researchers have adopted a mixed methods approach to investigate compassion 
fatigue in practitioners involved with crisis work. Perkins and Sprang (2013) examined 
compassion fatigue, burnout and compassion satisfaction in two groups of counselors who 
specialized in substance abuse treatment. Qualitative interviews were conducted with 
participants, and the ProQOL measure was also administered. About 50% of participants scored 
high on the compassion fatigue subscale. Two major themes of familial addiction history and 
difficulty with working with female clients emerged from the interview data of counselors with 
high compassion fatigue scores. Researchers concluded that working with women clients was 
more challenging, and that substance abuse counselors who had family members with addiction 
issues were more susceptible to compassion fatigue. Mason et al. (2014) also used both the 
ProQOL scale and in-depth interviews to collect data to examine relationships between 
compassion fatigue and moral distress in nurses. Results showed average levels of compassion 
fatigue in participants. However, the qualitative themes that emerged centered on serious moral 
distress due to conflict with organizational values, patients’ suffering, and death. Researchers 
concluded that despite average scores on compassion fatigue scales, moral distress was a serious 





Compassion Fatigue in Physicians 
 Primary care physicians provide fundamental medical care to clients with a range of 
medical, psychosocial, and mental health problems (Gross, Rabinowitz, Feldman, & Boerma, 
1996; Loeb, Bayliss, Binswanger, Candrian, & Degruy, 2012). Due to an inadequate number of  
qualified mental health specialists and social workers in developing countries, physicians in 
general practice attend to clients who experience all manners of crisis conditions (Ae- Ngibise et 
al., 2010; Bhana, Petersen, Baillie, & Flisher, 2010). Studies on compassion fatigue in physicians 
indicate that exposure to clients’ traumatic stories place physicians at an increased risk of being 
affected adversely by those stories (Anagnostopoulos et al., 2012; Driver, 1997). Scholars have 
argued that medical education equips physicians with the ability to treat clients without being 
emotionally engaged   (Passalacqua & Segrin, 2010). However, studies have also revealed the 
prevalence of professional distress and diminished altruistic attitudes in some physicians who 
experience work- related stress (Anagnostopoulos et al., 2012; Driver, 1997; Hayashino, Utsugi- 
Ozaki, Feldman, & Fukuhara, 2012).  
In a quantitative study of 194 family physicians, researchers used the anonymous 
compassion satisfaction and fatigue test questionnaire (CSFT) to measure compassion fatigue, 
burnout, and compassion satisfaction in participants (El-bar, Levy, Wald, & Biderman, 2013). 
Results indicated that 46.1% of physicians scored extremely high for compassion fatigue. 
Increased risk for compassion fatigue was also associated with emotional trauma at work. 
Researchers concluded that family physicians in the study were at a greater risk for compassion 





 Bhutani et al. (2013) conducted a quantitative study among physicians practicing in 
Haryana, India. A total of 60 practitioners in different clinical settings participated in the study. 
The main focus of the study was to investigate the prevalence of compassion fatigue among 
physicians in the study location. The ProQOL scale and a demographic questionnaire were 
administered to participants, and data was analyzed using SPSS. Pearson’s correlation was used 
to determine correlations between study variables. Independent t test was conducted for 
comparison between groups. Results revealed the prevalence of compassion fatigue among study 
participants. Respondents who reported poor working conditions had higher compassion fatigue 
levels. Participants who were employed by the government were at greater risk of compassion 
fatigue, than private practitioners. Researchers concluded that despite risk for compassion 
fatigue, ensuring better working conditions can help reduce compassion fatigue in clinicians. 
 Handford, Lemon, Grimm, and Vollmer-Conna (2013) conducted a qualitative study  
on physician empathy and found that clinical practice presented great opportunities for 
practitioners to develop empathy, despite training on emotional detachment as a self-protecting 
measure. The researchers concluded that clinical exposure was instrumental to the physicians’ 
emotional connections with their clients, and that the client-practitioner relationship affects 
physicians. However, some participants’ revealed that their exposure to clients’ experiences in 
clinical practice and their sense of empathy for clients, increased their risk for compassion 
fatigue. Other studies on board certified physicians have indicated that high levels of personal 
distress from work-related trauma when combined with minimal self-care practice produce 






Several researchers have reported the psychological and emotional toll that compassion 
fatigue has on physicians. Some physicians have reported symptoms of compassion fatigue 
including avoidance, helplessness, dysfunction and emotional exhaustion, which they have 
attributed to the clinical practice (Neumann, Edelhauser, Tauschel, Fischer, & Wirtz, 2011). In 
an online study of 7,584 physicians, Gleichgerrcht and Decety (2013) found that physicians with 
high levels of compassion fatigue reported feelings of alexithymia, which represents a feeling of 
emotional numbness. Participants also reported self-oriented negative emotions resulting from 
witnessing clients’ experiences of distress (Gleichgerrcht & Decety, 2013). Researchers have 
further shown  that physicians who experienced the loss of a client also experienced high levels 
of compassion fatigue in the clinical work setting (Loeb et al., 2012; Meadors et al., 2010). In 
separate qualitative studies, Boyle (2011) and Driver (1997) reported narratives of affected 
physicians who shared experiences of suicidal thoughts, schizophrenia, and deep depression 
following the events of a clients’ death or suicide.   
The following section gives explanations about the dependent variable, work attitude. 
Work attitude presents a complex construct, as it comprises two different dimensions to its 
content domain. Descriptions of work and attitude are presented to give insight to the meaning of 
work attitudes, in this study.  
Work and Attitudes 
 The study of work attitudes is complex as merging the two constructs of work and 
attitudes may present some difficulties to a clear and concise definition of work attitudes (Boer 
& Fischer, 2013; Kanungo, 1982). No consensus has been reached on a universal description of 





(Barret, 2013; Mauno, Kiuru, & Kinnunen, 2011). Other researchers may view work attitudes as 
workers’ commitment (De- Janasz, Forret, Haack, & Jonsen, 2013), or involvement with their 
job (Kanungo, 1982; Johnson, Hong, Groth, & Parker, 2011). In this study, I explained the 
meaning of work and attitudes, to give an understanding of work attitudes in the research. 
The Meaning of Work 
Researchers have studied the significance of work in the lives of individuals in the 
society (Stout, Germine, & Guzman, 2013). Findings have indicated that work is a vital part of 
life that provides stability, boosts self-esteem, and enables integration in society (Lu, Kao, Siu, 
Lu, 2011; Sidani & Jamali, 2010). Work has been described as an intrinsically satisfying activity 
that leads to self-actualization and enhances individuals’ sense of moral responsibility (Barret, 
2013). Having a sense of moral responsibility towards clients helps practitioners to place high 
value on their work, and foster compassionate helping behaviors (Slusss & Ashforth, 2007).  In 
addition, placing high value on personal work has the tendency to increase feelings of 
compassion and social connection (Lindsay & Creswell, 2014). Further, work can provide a good 
foundation for engaging in positive interpersonal relations with others and achieving some 
degree of happiness (Stout et al., 2013). Some scholars have suggested that work can be 
psychologically and physically burdensome to workers in challenging situations (Lima, 2012). 
However, researchers maintain that despite stressful conditions that may accompany work, work 
remains a fulfilling activity that can meaningfully occupy a person’s time and provide the means 
for meeting the person’s economic needs (Lu et al., 2011; Mauno et al., 2011; Kuchinke, 






Work may be explained from the primary domains of work centrality, work role 
identification and work norms, to determine work attitudes (Mauno et al., 2011). Work centrality 
refers to the degree of importance that work has in a person’s life (Sharabi & Harpaz, 2010).   
Work centrality further represents beliefs regarding the importance and the role that work plays 
in the lives of people. Diefendorff, Brown, Kamin, and Lord (2002) conducted a study on work 
centrality and job attitudes. A total of 130 employees of an urban firm participated in the 
quantitative study. Work centrality was measured using a 12-item scale developed by Paulley 
etal. (1994). The Job Involvement Scale developed by Paulley et al. (1994) was used to gather 
information about participants’ work attitudes. Pearson correlation showed that work centrality 
and job attitudes were positively correlated (r = 0.34, p < 0.001). Researchers concluded that 
people who see work as being central to their lives are more likely to exhibit positive attitudes at 
work. The importance placed on work when compared to other aspects of life such as family, 
leisure, community or religion determines the centrality and outcome of work in the individual’s 
life (Barret, 2013; Lima, 2012).   
Work role identification is described as the extent to which individuals associate 
themselves with their duties. Individuals who accept and identify with their work roles portray 
high levels of positive affect for the job (Sharabi & Harpaz, 2010). Sluss and Ashforth (2007) 
conducted a study on employees of a Fortune 200 financial services corporation. Interviews were 
conducted to gather information about participants’ perceptions of their role identity at work. 





However, identifying with work roles did not determine participants’ general 
commitment to work. Researchers concluded that work role identification did not by itself, 
determine commitment to work. Some scholars argue that role identification has been associated 
with the extent to which roles address psychological needs of individuals (Dimatteo, 1998). 
Practitioners play vital roles in ensuring the wellness of their clients. Given the central role of 
trust in the client-practitioner relationship, proper work role identification and acceptance can 
promote functionality (Dimatteo, 1998).  
Work norms represent the ground rules in the work environment that encourage 
acceptable behaviors at work (Sharabi & Harpaz, 2010). Work norms refer to the unwritten rules 
that guide behavior in specific work settings (Argote, 1989). In the helping profession, ethical 
codes and principles provide guidance and standards of acceptable work behaviors to help 
protect client-practitioner relationships (James & Gilliland, 2013). Research indicates that 
established work norms affect work attitudes, and increase job effectiveness at work (Dimatteo, 
1998). Argote (1989) conducted a study on the relationship between work norms and 
effectiveness of hospital emergency units. Participants included 248 emergency unit physicians, 
278 nurses, and 215 hospital physicians recruited from 30 hospitals across six Midwestern states. 
Interview questionnaires were distributed to participants to gather information about their 
understanding of hospital work norms. Archival data from hospital records were also used for the 
study, to help assess activities at the emergency units. Results showed that understanding of 
hospital work norms, and adherence to the norms influenced effectiveness at the hospital 
emergency units. Researchers concluded that work-related norms increased the likelihood of 





 Work-related values mirror individuals’ cultural, environmental, and socio-economic 
orientations (Beauregard, 2011; Lu et al., 2011). Results from some studies have shown that a 
significant number of individuals in collectivist cultures in East Asia rank work as the most 
dominant concern in life (Kuchinke et al., 2010; Lu et al., 2011). However, in some other 
cultures, work is ranked the second most dominant factor, after family (Beauregard, 2011; Sidani 
& Jamali, 2010). Scholars have asserted that work is more meaningful to individuals who place a 
high value in work, and these individuals exhibit increased engagement with work (Stout et al., 
2013). Though work value is considered to represent cultural orientations, some scholars suggest 
that the personal values and belief systems of individuals are crucial to individuals’ work values 
(Barret, 2013; Fossen & Vredenburgh, 2014; Lima, 2012). Scholars have argued that individuals’ 
belief systems define their world to them and guide behaviors and attitudes in a particular 
context (Sidani & Jamali, 2010). Interactions between individuals’ belief systems, cultural 
values, and professional ethics may produce a more holistic understanding of work for most 
workers (Fossen & Vredenburgh, 2014; Johnson et al., 2011; Sidani & Jamali, 2010).  
In the helping profession, the dignity and social worth of clients are important, and 
practitioners are expected to hold high work-related values that may promote proper commitment 
and involvement with the needs of clients (Johnson et al., 2011; Mauno et al., 2011). Reseachers, 
however have shown that stress-induced dissatisfaction in the work domain can deplete an 
individual’s interest and energy and result in considerable loss to personal and professional 
efficiency (Kuchinke et al., 2010; Lu et al., 2011). High degree of work commitment can help 
reduce the effects of negative work- related outcomes, and mitigate the risk for stress at work 





The Meaning of Attitudes 
 Attitudes have been described as individuals’ dispositions to social objects and  
ecological settings (Ajzen, 2001). Attitudes may be further described as a form of mental 
arrangement that develops from certain experiences (Biggs et al., 2014). Certain actions and 
inactions of individuals are also conditioned by their attitudes in specific situations (Costanza et 
al., 2012). Some scholars assert that attitudes integrate cognitive and affective dimensions to 
represent a range of actions and relationships of individuals with others (Ajzen, 2001; Costanza, 
Badger, Fraser, Severt, & Gade, 2012). Other scholars argue that attitudes may result from an 
implicit drive and existing stimuli that motivate individuals into displaying outward behaviors 
and actions (Biggs, Brough, & Borbour, 2014; De- Janasz et al., 2013).  
Individuals’ reactions to situations, objects, and persons emanate from a blend of their 
feelings, beliefs, and outward actions (Fazio, 2007; Yildrim & Cam, 2012). As a result, attitudes 
may involve evidence of consistent behavioral and verbal responses to certain situations, 
persons, or processes in specific contextual situations (Ajzen, 2001; Johnson et al., 2011). Some 
past debates have portrayed the construct in a hypothetical manner (Fazio, 2007), but more 
recent scholars have argued that attitudes may exert strong influence on behavior and judgment 
by prompting attitudinally consistent behavioral reactions and responses (Boer & Fischer, 2013; 
Yildrim & Cam, 2012). Scholars further argue that attitudes bring bias to interpretations and 
construal of objects, and determine outcomes and actions of individuals (Ajzen, 2001; Biggs, 
Brough, & Borbour, 2014; Boer & Fischer, 2013).   
 Researchers conducting studies on work-related attitudes have focused mainly on 





engagement (Brown & Leigh, 1996; Costanza et al., 2012; Stout et al., 2013). Wegge, Schmidt, 
Parkes, and Van Dick (2007) conducted a study on absenteeism and the work attitudes of job 
satisfaction, organizational commitment, and job involvement. Researchers proposed that the 
three major aspects of work attitudes would yield new insights into the complex function of work 
attitude. A total of 498 employees of a large civil service organization in Germany participated in 
the study. Questionnaires included job satisfaction, job involvement, and organizational 
commitment measures. Archival documents were used to determine absence frequency and time 
lost. Multiple regression was used to analyze data. Regressing the work attitude variables onto 
absenteeism variables resulted in R² = 0.44 for absence frequency, and R² = .026 for absence 
time lost. Relationship between work attitudes of job involvement and job satisfaction was 
moderate (R² = .39). Researchers concluded that absenteeism at work is affected by the 
combination of work attitudes of job satisfaction, job involvement, and organizational 
commitment.  
In an unrelated study, Latham and Leddy (1987) investigated the source of  
recruitment and employee work attitudes of job involvement, organizational commitment, and 
job satisfaction. A total of 68 employees in two large Midwestern cities participated in the study. 
Data was collected through questionnaires that were administered to participants at work. Source 
of recruitment was measured based on participants’ self-reports on identified sources of 
recruitment in the questionnaire. The three attitudinal measures included Kanungo (1982) Job 
Involvement Scale; Porter et al. (1974)’s Organizational Commitment Scale; and a job 
satisfaction scale developed by the researchers. A multivariate analysis of variance (MANOVA) 





and each of the work attitudes. Employees recruited through referrals indicated significantly 
higher levels of job involvement, job satisfaction, and organizational commitment. Researchers 
concluded that employee work attitude is influenced by the source of recruitment.  
Although the constructs of job satisfaction, job involvement, and organizational 
commitment are positively correlated and sometimes used interchangeably, there are distinctions 
between and amongst them (Cropanzano, Rupp, & Byrne, 2003). Organizational commitment 
involves workers’ attachment to remain in the employment of their organizations (Biggs et al., 
2014; Cropanzano et al., 2003). Job satisfaction represents workers’ positive emotional state in 
connection to their jobs (Yeh, Ko, Chang, & Chen, 2007). Job involvement however, represents 
both workers’ psychological identification and actual engagement with their work (Kanungo, 
1982; Singh & Sarker, 2012). For the purpose of the present study, I focused on work-related 
attitudes in terms of practitioners’ job involvement in the clinical setting. 
Compassion Fatigue, Compassion Satisfaction, and Work Attitudes 
 Researchers have established that work-related trauma can bring stressors to 
practitioners and result in adverse consequences for practitioners’ professional and personal 
wellbeing (Bearse et al., 2013; Collins & Long, 2003). Practitioners’ experiences of 
psychological strain at work may affect work-related outcomes, such as job performance, in 
traumatic clinical settings (Voss-Horrell et al., 2011; Yan & Beder, 2013). Although 
psychological distress in traumatic work settings is not indicative of psychiatric dysfunction 
(Cieslak et al., 2013; James & Gilliland, 2013), some researchers have posited that the absence 
of self-care measures can create high risks of job-related neurasthenia which may result in 





Researchers have also shown that forms of secondary trauma are associated with  
some negative responses to work such as low job commitment and job dissatisfaction (Maslach 
& Leiter, 2008). Other research results have indicated that clients of practitioners who 
experience stress-related conditions are more likely to report low satisfaction with service 
delivery (Fetter, 2012; Ray et al., 2013). In some studies, researchers found that work-related 
stressors such as compassion fatigue caused changes in job performance, increased number of 
mistakes at work, and high turnover rates (Austin et al., 2009; Corso, 2012; Potter et al., 2013). 
Another study on compassion fatigue in child welfare workers reported high turnover rates and 
ineffective engagements with work responsibilities in affected practitioners (Van Hook & 
Rothenberg, 2009).    
 Despite the adverse work-related consequences of practitioners’ secondary traumatic 
experiences in clinical settings, scholars have noted the possibilities of stress-related growth 
(Donahue et al., 2012; James & Gilliland, 2013). Results from several studies showed that 
compassion satisfaction, which describes the pleasure that practitioners derive from their work, 
may present an effective buffer against compassion fatigue in clinicians (Alkema et al., 2008; 
Gleichgerrcht & Decety, 2013; Jacobson, 2012; James & Gilliland, 2013). Compassion 
satisfaction unfolds from the emotional rewards of providing empathic care in the clinical work 
setting. Data from most studies have demonstrated inverse correlations between compassion 
satisfaction and compassion fatigue, as practitioners who are satisfied with the effect they have 
on clients often display low levels of compassion fatigue (Craig & Sprang, 2010; Slocum-Goris 





Compassion satisfaction may have moderating effects on relationships between workplace 
compassion fatigue and practitioners’ work behaviors (Aycock & Boyle, 2009; Boyle, 2011; 
James & Gilliland, 2013).  
Researchers show that compassion satisfaction can be enhanced through specialized 
training of practitioners in self-care and capacity development activities, to help reduce work 
challenges associated with compassion fatigue (Corso, 2012; Slocum-Goris et al., 2013; Sprang 
et al., 2007). Slocum-Goris et al. (2013) conducted a quantitative study to understand the 
complex relationships among compassion satisfaction, compassion fatigue, and burnout within 
the palliative care and hospice workforce. The study further sought to explore how key practice 
features of professional affiliation, training, and practice status interact with the study constructs. 
A total number of 630 hospice workers were surveyed across the country. The ProQOL Scale 
and a demographic questionnaire were used to gather information for the study. Pearson 
correlation was used to analyze data. Results revealed significant negative correlation between 
compassion satisfaction and burnout (r = -0.531, p < 0.001), and between compassion 
satisfaction and compassion fatigue (r = -0.208, p < 0.001). There was significant positive 
correlation between compassion fatigue and burnout (r = 0.532, p < 0.001). Results further 
revealed that compassion fatigue, compassion satisfaction, and burnout are affected by 
professional affiliation, training, and practice status. Researchers concluded that health care 
systems can promote compassion satisfaction through institutional level programs, and self-care 
education to help support practitioners’ wellness.  
Corso (2012) conducted a qualitative study on developing compassion satisfaction to 





information from oncology nurses, about their personal reflections and experiences of 
compassion satisfaction at work. The major themes of compassion identity, self-care practice, 
debriefing, and training represented some strategies utilized by participants to help sustain 
compassion identity at work, and reduce compassion fatigue experiences. Researchers concluded 
that effective self-care practice, professional education, psychotherapy, and perceiving oneself as 
being compassionate can help promote compassion satisfaction to manage compassion fatigue.  
 Practitioners who experience work-related trauma may develop diminished motivation 
and empathy for clients in the clinical work setting (Cieslak et al., 2013; Neumann et al., 2011). 
Developing compassion satisfaction may help reduce feelings of apathy. Compassion satisfaction 
can be achieved through a good organizational culture that provides vital resources to control 
stress and empower employees (Cicognani, Pietrantoni, Palestini, & Prati, 2009; O’Brien, 2006; 
Williams et al., 2012). Ray et al. (2013) conducted a study of frontline mental healthcare 
workers. The study used a quantitative, non-experimental, survey design of 430 participants to 
examine relationships between compassion satisfaction, compassion fatigue, and work life 
conditions. Results of ANOVA analysis showed negative relationships between compassion 
satisfaction and compassion fatigue. Participants with higher levels of compassion satisfaction 
recorded lower levels of compassion fatigue. Health workers who scored higher levels of 
compassion fatigue also had moderate to low levels of compassion satisfaction. Researchers 
concluded that compassion satisfaction acted as a protective factor for compassion fatigue. The 
researchers further asserted that a strong understanding of compassion satisfaction was essential 





Jacobson (2012) utilized a quantitative, cross-sectional, one-group survey design to 
assess the risk of compassion fatigue and potential for compassion satisfaction among a national 
sample of Employee Assistance Program (EAP) professionals who provide mental health 
services to adults within the workforce. Results from the study indicated moderate levels of 
compassion fatigue and high levels of compassion satisfaction in participants. Researchers 
concluded that compassion satisfaction was a potential buffer for compassion fatigue for 
professionals working with traumatized clients. Linley and Joseph (2007) explored both the 
negative and positive aspects of therapists’ wellbeing. The cross-sectional research surveyed 400 
participants. Data was collected using mailed questionnaires. One hundred and fifty-six 
completed questionnaires were returned and used for the data analysis. Results showed that 
participants who reported greater levels of compassion satisfaction had less compassion fatigue. 
Researchers concluded that compassion satisfaction promoted positive well-being in the 
therapists and reduced compassion fatigue, and compassions satisfaction should be cultivated.  
Alkema et al. (2008) conducted a quantitative study to examine the relationships between 
compassion fatigue, self-care, compassion satisfaction, and burnout. Results showed a significant 
relationship between self-care strategies and lower levels of compassion fatigue and burnout. 
Self-care strategies were positively correlated with higher levels of compassion satisfaction. 
Negative correlations were reported between compassion satisfaction and compassion fatigue. 
Researchers concluded that self-care strategies increased the prevalence of compassion 
satisfaction, and high levels of compassion satisfaction protected participants against compassion 





Scholars have asserted that Compassion satisfaction is a motivating factor for 
practical commitment to professional activities (Van-Hook & Rothenberg, 2009). Compassion 
satisfaction also helps amend traumatic challenges of professional caregiving, in clinical settings 
(Negash & Sahin, 2011). Research has revealed that compassion satisfaction enhances positive 
affect, reduces negative behaviors, and moderates the adverse effects of secondary trauma in 
clinical work settings (Severn et al., 2012; Shepard, 2013). Though compassion satisfaction and 
compassion fatigue may be experienced simultaneously, higher levels of compassion satisfaction 
significantly checks the effects of trauma-related stress in practitioners (Bearse et al., 2013; 
Craig & Sprang, 2010).  
 A detailed explanation of compassion satisfaction was included in this study because it 
has been an integral part of previous research pertaining to compassion fatigue. Compassion 
satisfaction was included in this study as a control variable. It was entered in the multiple 
regression analysis to help determine the true relationship between compassion fatigue and work 
attitudes.   
Summary 
 Compassion fatigue has been described as a problem that occurs in clinical 
practitioners who provide services in traumatic care-giving work settings. Compassion fatigue 
has been associated with emotional suffering and decreased competence in practitioners who are 
affected by it (Branson et al., 2013; James & Gilliland, 2013). However, practitioners who 
exhibit higher levels of compassion satisfaction may be more resilient to the problems of 
compassion fatigue and other forms of work-related stress (Donahue et al., 2012). The 
compassion fatigue model of Figley (2002) describes the interplay between emotional 





decrease traumatic stress symptomatology. Constructivist self- development theory provides 
explanations about how individuals’ developmental and thinking patterns can be affected by 
exposure to traumatic settings and events (Pearlman, 2013). Positive correlations have been 
established between compassion fatigue and other forms of work- related stress such as burnout 
and countertransference, while interactions between compassion fatigue and compassion 
satisfaction have been mostly negative (Cieslak et al., 2013; Slocum- Goris et al., 2013).  
 The body of knowledge related to the relationships between practitioners’ compassion 
fatigue experiences and work attitudes in the clinical work setting has yet to be integrated. This 
has created a gap in the literature for this present study to examine. Presenting empirical 
information regarding how compassion fatigue predicts practitioners’ work attitudes in clinical 
settings may provide practitioners with useful information for competent professional behaviors. 
Further, research on compassion fatigue issues have mostly focused on developed countries, and 
there has been minimal research conducted in the developing countries. A significant number of 
quantitative research studies on compassion fatigue have utilized cross-sectional surveys to 
obtain data from participants, and regression analysis was used to determine predictive 
relationships between major research variables for informed interpretations and inferences (Craig 
& Sprang, 2010; Fernandez-Parsons et al., 2013). For the present study, I utilized cross-sectional 
survey design and regression analysis to help establish the extent to which compassion fatigue 
levels might predict work attitudes in clinical practitioners. Details of the methodology and the 








Chapter 3: Research Methodology 
 
Introduction 
The purpose of this study was to investigate how well compassion fatigue predicted work 
attitudes of primary care physicians who extend services to clients undergoing medical, 
psychological, and emotional crisis situations in Nigeria’s Delta region. In this study, 
compassion fatigue, which was the independent variable, was described as a deep emotional, 
psychological, spiritual, and physical weariness that may cause emotional pain in practitioners  
due to their extensive exposure to  clients’ trauma  in the clinical work setting (Coetzee & 
Klopper, 2010; Stamm, 2010). Work attitudes, the dependent variable was described in this 
study, as practitioners’ degree of involvement with their work, and their dispositions to clients’ 
needs in the clinical work setting (Kanungo, 1982; Yeh et al., 2007). Compassion satisfaction 
was used as a moderator variable, and it was defined as the positive aspects of working with 
trauma. 
This chapter gives a description of the research design and approach that I utilized in this 
study. The targeted population, instruments, operational definition of variables, and procedures 
for data collection, are also described. Further, the data analysis process, threats to validity and 
ethical issues regarding the study are presented. 
Research Design and Rationale 
 In this quantitative research, I examined the relationships between compassion 
fatigue and work attitudes in order to determine how the independent variable, compassion 





methods because the study was focused on examining the predictive relationships between and 
among variables to help answer research questions and hypotheses (Creswell, 2013). 
Quantitative methods enabled numerical interpretation of participants’ responses, for statistical 
analysis (Creswell, 2013). Compassion satisfaction was entered as a control variable in the 
regression analysis in order to determine the true effect of the independent variable on the 
outcome variable. This quantitative, cross-sectional survey design used validated and structured 
instruments to collect numerical data for statistical analysis (Markovitz et al., 2012; Tacq, 2011). 
Researchers have asserted that cross-sectional surveys enable numeric descriptions of attitudes, 
trends, and behaviors of study participants (Creswell, 2013; Markovitz et al., 2012; Shahar & 
Shahar, 2013).  
This approach was appropriate for the study as it enabled data to be collected  
from a large sample through mailed questionnaires and statistically analyzed. Social science 
researchers have effectively utilized survey research to collect reliable data for making 
inferences about human behavior (Frankfort- Nachmias & Nachmias, 2008; Kukull & Ganguli, 
2012). As a result, the survey approach also allowed the analyzed data in this study to be 
interpreted in order to make inferences and draw conclusions regarding the phenomenon under 
study. Surveys can be distributed to a large number of participants at the same time, so this 
design allowed timely data collection at one point in time (Helgeson, Voss, & Terpening, 2002; 
Markovitz et al., 2012).    
  The survey design further helped minimize researcher bias in this study through  





not influence the tone of questions on standardized instruments, so participants are not exposed 
to the researcher’s viewpoint (Markovitz et al., 2012; Smith, Fisher, Heath, 2011). The use of a 
survey design further offered a cost-effective way of obtaining primary data from participants, 
and for subsequently describing patterns of relations among variables for objective 
interpretations and explanations (Williams, 2012). Utilizing anonymous surveys helped support 
privacy and confidentiality of individuals who participated in this study (Markovitz et al., 2012). 
This helped to enhance ethical quality of the research (Biemer, 2010; Burn et al., 2008; 
Frankfort- Nachmias & Nachmias, 2008).  
I did not test any treatment variable nor compared groups, for experimental purposes.  
As a result, the cross-sectional survey was appropriate for providing quantitative description of 
attitudes in the targeted population (Creswell, 2013; Shahar & Shahar, 2013). Researchers who 
adopt an experimental research design may be able to establish causal relations between 
variables (Shahar & Shahar, 2013). However, ethical challenges can arise when using human 
participants in controlled, manipulative laboratory investigations (Frankfort- Nachmias & 
Nachmias, 2008; Shahar & Shahar, 2013). This research adopted survey design, as the focus was 
on testing forms of relationships between study variables and not on testing any form of 
intervention (Burns et al., 2008). Qualitative research would have provided rich information 
about participants’ lived experiences of the phenomenon under study (Creswell, 2013; 
Yoshikawa, Weisner, Kalil, & Way, 2013). However, the qualitative approach cannot be used to 
statistically determine the extent to which such lived experiences may affect participants’ work 
attitudes (Yoshikawa et al., 2013). Therefore the survey design was most appropriate for 








 The study was based on a finite population that contained a known countable number of 
sampling units. The targeted population of this research comprised primary care physicians 
employed by the Rivers State government in Nigeria’s Delta region and posted to practice in 
community primary health centers across the state. Presently, there are 200 government-owned 
primary health centers with a total number of 190 physicians posted to 80% of the health centers. 
Sixty eight percent of the physician population is male, and 32% of the population is female 
(RSMOH, 2013). 
Sampling and Sampling Procedures 
The sampling frame comprised of a complete listing of all government-owned  
primary health care centers, and the actual number of doctors operating in each center. I 
requested this information from the Human Resources Unit of Rivers State Primary Health Care 
Board (RSPHCB). I utilized a purposive sampling technique to recruit participants for this study. 
Since purposive sampling was a non-probability sampling method, purposively selected 
participants may not have represented the demographic mix of the study population (Banerjee & 
Chaudhury, 2010; Frankfort-Nachmias & Nachmias, 2008). Social researchers have used 
purposive sampling to select samples that appear to be representative of the population 
(Nachmias & Nachmias, 2008; Suresh & Chandrashekara, 2012).  
 Out of 200 primary health centers, a total of 161 centers have medical doctors posted  
to them. I mailed out a total of 150 anonymous questionnaires to selected primary care centers 





participation. Participants’ identifying information were not collected, recorded on the 
questionnaires, or entered in SPSS (Harris, 2013). Purposive sampling is mainly based on the 
researcher’s subjective judgment, and used to recruit units in a sample by a deliberate method 
that is not random (Frankfort-Nachmias & Nachmias, 2008; Olsen, Orr, Bell, & Stuart, 2013). 
Some social science researchers have used purposive sampling to deliberately achieve a ‘total 
population sampling that examines an entire population with a small size (Olsen et al., 2013).  
Calculating the actual sample size needed for quantitative studies requires information  
on the statistical power, the alpha value, and the effect size (Wang et al., 2013). In order to 
determine the required, minimal sample size for this study, I used a statistical power value of .80 
because it was high enough to reduce the possibility that findings from the study might be due to 
chance (Charan, & Biswas, 2013; Devane, Begley, & Clarke, 2004). I set the alpha level at .05 to 
give myself a 95% chance of arriving at the right conclusion. An alpha level of .05 also helped 
reduce the chances of having Type 1 error of wrongly rejecting the null hypothesis (Wang et al., 
2013). Though utilizing a higher level of power such as .95 is recommended when feasible, the 
conventionally accepted power of .80 was used in this study (Wang et al., 2013). Some past 
studies on compassion fatigue and dispositions of practitioners have reported medium effect 
sizes between the ranges of R² = .18 to .24 (Adams, Boscarino, & Figley, 2007; Gleichgerrcht & 
Decety, 2013; Huggard & Dixon, 2011). Some researchers have asserted that very small sample 
sizes produced by large effect size may miss real effect in the study with possibilities of 
erroneous conclusions (Charan & Kantharia, 2013). Using very large sample sizes generated by 





Kantharia, 2013). A medium effect size may help reduce the probability of missing significant 
results in a cost-effective manner (Charan & Biswas, 2013; Devane et al., 2004).  
Scholars assert that estimates of effect size may be useful for determining the 
significance and importance of an effect in the study (Lakens, 2013; Wang et al., 2013). Using an 
estimated medium effect size of .18, power = .80, and alpha = .05, number of predictors 
(independent and control variables) = 2, the calculated sample size using G*Power was 57 
participants for linear regression analysis. G*Power 3 is a freely downloadable software that is 
used to determine the optimum sample size which is based on a pre-designed effect size, power 
level, and alpha (Charan & Biswas, 2013; Faul, Erdfelder, Buchner, & Lang, 2009).    
Procedures for Recruitment, Participation, and Data Collection 
 I first obtained approval from the Walden IRB to conduct the study. Next, I obtained 
permission to conduct the research from the Rivers State Primary Health Care Board [RSPHCB]. 
The RSPHCB is responsible for recruiting and posting primary care physicians that practice in 
government- owned primary health centers across the state. I provided a written letter to 
RSPHCB when I requested permission to conduct this study. The letter provided information 
about the research, the ethical responsibilities of the researcher, and the benefits and risks of 
participation. After I obtained the required approval to conduct the study, I sent out anonymous 
questionnaires by mail addressed to ‘the medical doctor’ to 150 health centers purposively 
selected from the list of primary care centers with doctors. A reminder letter and extra survey 
was sent out to all participating primary health care centers again, by the fourth week of data 





about the research. It contained instructions on how participants were to give consent, and it 
contained information on how participants could contact the researcher for concerns and 
questions about the study.  
Instrumentation and Operationalization of Constructs 
 I utilized two published instruments, the ProQOL scale and the Job Involvement 
Questionnaire (JIQ), to collect data for this the study. Additionally, a short section was created in 
the survey to obtain basic demographic information of gender, age, and years of working 
experience. This data was used to conduct a necessary descriptive analysis of participants. I 
obtained permission from the ProQOL center and ABC-CLIO Publishers for the ProQOL and 
JIQ survey respectively.   
Professional Quality of Life Scale (ProQOL) 
 The ProQOL directly evolved from Figley’s CFST (Boscarino et al., 2010;  
James & Gilliland, 2013; Potter et al, 2013; Ray et al., 2013). The ProQOL was utilized to 
measure the independent or predictor variable, which is compassion fatigue. The ProQOL is a 
specific measure for traumatic secondary exposure, and the instrument has been popularly 
employed by researchers to measure negative and positive effects of trauma-related work in 
professionals who work with crises and victims of crises (James & Gilliland, 2013; Meadors et 
al., 2010; Stamm, 2010). The ProQOL has been referenced in over 200 published papers, in 
about 100,000 articles that can be found on the internet, and in 50% of peer-reviewed 
quantitative research articles on secondary trauma issues (Knight, 2010; Stamm, 2010). The 
latest version of the instrument, the ProQOL Version 5, is a 30-item scale that consists of the 





compassion fatigue/secondary traumatic stress subscale (Stamm, 2010). The compassion 
satisfaction subscale measures the level of pleasure that practitioners derive from being able to 
do their work well. Higher scores on this scale represent higher levels of satisfaction experienced 
by practitioners regarding their ability to provide effective care in the clinical work setting 
(Stamm, 2010). The burnout subscale measures practitioners’ feelings of difficulty in doing their 
work effectively in clinical work settings due to challenging workloads (Stamm, 2010). Higher 
scores on this subscale indicate higher levels of burnout in practitioners.  
The compassion fatigue/secondary traumatic stress subscale measures practitioners’ 
work-related traumatic stress from secondary exposure to the traumatically stressful events of 
clients (Stamm, 2010). Higher scores on this scale indicate higher levels of work-related 
traumatic experiences in the clinical work setting. The compassion fatigue and burnout subscales 
measure separate, negative affect in practitioners. The compassion fatigue subscale specifically 
addresses trauma-related issues including fear, which the burnout scale does not measure 
(Branson et al., 2013; James & Gilliland, 2013; Stamm, 2010). 
The compassion fatigue/secondary traumatic stress subscale was utilized to determine 
practitioners’ level of compassion fatigue experiences as it specifically measures trauma-related 
work stress of participants. However, summary information such as means and standard 
deviations were reported for the three subscales as researchers are advised to administer the 
whole instrument instead of extracting single subscales in order to obtain a holistic picture of 
participants’ negative and positive work- related experiences (Stamm, 2010).Compassion 
satisfaction was used as a control variable in the study, to determine the true effect of the 





Reliability and Validity of the ProQOL 
Researchers assert that the easy administration of the instrument and the simplicity of 
items contribute to retrieving reliable responses, with minimal confusion to respondents (Cieslak 
et al., 2013). In one study the alpha coefficients of the ProQOL scale using Cronbach alpha were 
reported as .88 for compassion satisfaction scale, .81 for compassion fatigue scale, and .75 for 
burnout scale (Stamm, 2010). Lawson and Myers (2011) utilized the ProQOL in a study of 506 
counselors and reported alpha reliabilities of .80, .78, and .77 for the compassion fatigue, 
burnout, and compassion satisfaction subscales respectively. Another study used the ProQOL in 
an investigation regarding licensed clinical social workers in a southern state, and the researchers 
reported alpha reliabilities of .86, .78, and .91 for the compassion fatigue, burnout, and 
compassion satisfaction subscales respectively (Thomas & Otis, 2010). Researchers of a pilot 
study of South African hospice workers reported internal consistency reliabilities of .87, .72, and 
.80 for the compassion satisfaction, burnout and compassion fatigue subscales respectively 
(Train & Butler, 2013).  
Several studies have examined the validity of the ProQOL. Some researchers have 
examined the face validity of the ProQOL through focus group sessions with hospice care 
workers. Participants viewed the scale as a good measure for assessing the negative and positive 
aspects of trauma work (Slocum- Goris et al, 2013; Sodeke- Gregson et al., 2013). The ProQOL 
scale has good construct validity, and was founded on the underlying principles of Figley’s 
compassion fatigue model (Stamm, 2005). The Compassion Fatigue Self-Test (CFST) was used 
to assess for evidence of the construct validity in the ProQOL (Stamm, 2005). Using the multi-





measure three different constructs (Stamm, 2005). Inter-scale correlations are small between the 
compassion satisfaction, burnout, and compassion fatigue subscales. The data indicated 
discriminant validity between compassion satisfaction and burnout as there was only 5% shared 
variance between the scale scores for the two constructs. Results also showed discriminant 
validity between compassion satisfaction and compassion fatigue as there was only 2% shared 
variance between the two scale scores. However, the shared variance between compassion 
fatigue and burnout was larger at 34%, and the researcher concluded that the high variance may 
likely reflect the notion that distress is common in both conditions (Stamm, 2010). Further 
construct validity testing has verified that all three subscales of the ProQOL instrument measure 
different constructs, with Cronbach’s alpha of .88, .75 and .81 for the Compassion satisfaction, 
Burnout and Compassion fatigue subscales respectively (Shepard, 2013; Stamm, 2010).  
Operationalization of Independent Variable (IV) 
Compassion fatigue was measured using the compassion fatigue/secondary 
traumatic stress subscale of the ProQOL scale. Compassion satisfaction was measured using the 
compassion satisfaction subscale of the ProQOL scale. The mean scores (M) and standard 
deviations (SD) of burnout were also retrieved from the burnout subscale and reported for 
descriptive purposes. Each subscale of the ProQOL is comprised of 10 questions that are 
measured on a five-point Likert scale of 1 = Never; 2 = Rarely; 3 = Sometimes; 4 = Often; and 5 
= Very Often. The total maximum score on each subscale is 50, with a standard deviation of SD 
= 10. A raw score of 22 or less on each subscale indicates low levels of compassion fatigue, 





construct, and scores of 42 and above represent high levels of the specific construct being 
measured by the subscale (Stamm, 2010). While the burnout subscale includes five items that are 
reverse scored, all items on the compassion fatigue and compassion satisfaction subscales are 
scored normally. Items that were negatively worded were reverse coded or numerically scored in 
the opposite direction from the normal items, before total scores are computed. Sample items on 
the compassion fatigue subscale include: ‘I think that I might have been affected by the traumatic 
stress of those I help while working’; ‘I find it difficult to separate my personal life from my life 
as a helper’; I feel as though I am experiencing the trauma of someone I have helped’.  
Job Involvement Questionnaire (JIQ) 
 The Job Involvement Questionnaire (JIQ) was utilized to measure the dependent or 
criterion variable, which was work attitude. The JIQ was developed specifically to measure 
employees’ attitudes towards their jobs in terms of their current involvement and engagement 
with the specific jobs they perform in the work setting (Kanungo, 1982a; Kanungo, 1982b). The 
instrument is a uni-dimensional, 10-item scale in which the items are rated on a six-point Likert 
response format of 6 = Strongly Agree; 5 = Agree; 4 = Mildly Agree; 3 = Mildly Disagree; 2 = 
Disagree; and 1 = Strongly Disagree.  Reverse scored items are scored in the opposite direction 
of Strongly Agree = 1 to Strongly Disagree = 6. 
The JIQ was designed as an even-point scale, which has no middle option of ‘neither 
agree nor disagree’.  Kanungo (1982b) used the forced choice method to remove the neutral 
option as individuals cannot be neutrally involved at work. Instead, the mid-point of indecision is 
tilted to moderately high or moderately low levels of involvement with the job. Total scores are 





can range from 10 to 60. The summed raw score of 28 represents the cut-off score for low levels 
of job involvement, while a summed score of 44 or more represent high levels of job 
involvement. Summed scores of 29 to 43 that fall between low and high cut-off scores represent 
moderate levels of job involvement, with lower scores explaining moderately low involvement, 
and higher scores showing moderately high involvement (Kanungo, 1982b). Apart from items 2 
and 7 that are reverse scored, other items on the scale are scored normally. Some researchers 
have modified the scale into a 5-point Likert scale by collapsing the mid-point into a neutral 
choice for convenience. However, I used the JIQ scale in its original forced-choice format for the 
study. Sample items on the instrument include: ‘The most important things that happen to me 
involve my present job’; ‘I live, eat and breathe my job’; ‘Usually, I feel detached from my job’.  
Reliability and Validity of the JIQ 
 The Job Involvement Questionnaire (JIQ) has a reported internal consistency of .87,  
and a test-retest reliability coefficient of .85 (Kanungo, 1982a; Zhang, 2013). The median item-
total correlations for the 10 items in the JIQ scale was .68, and the values ranged from .59 to .74 
(Kanungo, 1982a). The instrument further demonstrated high convergent validity, following 
validation evaluation and inter-correlations among other involvement scales (Kanungo, 1982a). 
The JIQ had statistically significant correlations with Lodahl and Kejner (1965) Job Involvement 
Measure (r = .80). The inter-correlations between the JIQ and the Saleh and Hosek (1976) Job 
Involvement Scale (JIS) showed a positive relationship of r = .69 (Kanungo, 1982a).  
The JIQ has been tested on employees of both private and public organizations and across 





differences across gender, age, educational attainment, or ethnic groups in the sampled 
participants (Kanungo, 1982b). The JIQ was an appropriate instrument to use for this study 
because it was specifically designed to assess employees’ work attitudes regarding their degree 
of involvement with their job (Kanungo, 1982a; Zhang, 2013). The JIQ has continued to 
demonstrate high internal consistencies for over two decades. In a study conducted to establish 
correlations between transformational leadership qualities and job involvement in military 
employees, researchers reported a Cronbach alpha of .87 (Chen, Yen, & Chen, 2012). In a 
separate study conducted to examine relationships between job involvement and organizational 
citizenship behaviors (OCB), researchers reported a high reliability of α = .88 on the JIQ (Zhang, 
2013). Gorji, Etemadi, and Hoseini (2014) conducted a study to investigate the relationships 
between organizational support and job involvement in emergency room nurses in Iran. 
Researchers utilized the JIQ, and also reported a high reliability of α = .81.   
Reliability is a function of scores and can change from sample to sample (Harris, 2013; 
Kaplan & Sucuzzo, 2005). Reliability was tested for the instruments that I used in this study 
using Cronbach’s alpha, which assessed the internal consistency of items assigned to the 
individual scales. Cronbach’s alpha was used because it provided a good estimate of reliability, 
and effectively estimated the source of measurement error (Harris, 2013). I utilized the SPSS 
options of Analyze-Scale-Reliability analysis, to determine the internal consistency of the study 
instruments. Results from the reliability analysis are reported in Chapter 4. 
Data Analysis Plan 
 I performed data analysis utilizing the SPSS Statistical Software Package  





in order to detect and correct errors, and increase the reliability of data used in the data analysis 
(Osborne, 2013; Zhang, Zhang, & Yang, 2003). The ‘ANALYZE-DESCRIPTIVE 
STATISTICS-EXPLORE’ options in SPSS was employed to explore the data for the presence of 
outliers, skewness, kurtosis, and normality (SPSS Manual, 2014). I used a detailed check of 
descriptive statistics by variable to investigate for the presence of outliers. Extreme cases, or 
outliers, may be present in cases where the standard deviation values may be higher than the 
mean values. The prevalence of zero scores may be an indication of missing information (Zhang 
et al., 2003). After I inputted data from questionnaires into SPSS, I used options under the 
ANALYZE-DESCRIPTIVE STATISTICS-FREQUENCIES option to display descriptive and 
frequency tables. The displayed descriptive and frequency tables of variables were used to assess 
whether all variables were properly coded or whether there was data that needed to be recoded 
(SPSS manual, 2014).  
All data were properly coded, and missing values were replaced using the series mean 
option in SPSS. Cases of missing data were replaced using the ‘Replace missing value’ function.  
The series mean method was accessed using the SPSS ‘Transform’ option. SPSS replaced the 
missing values with the sample mean value for the affected items. Scholars assert that the 
process of using scale or item means to replace missing data, helps to minimize negative effects 
of missing data (Atkins et al., 2013; Harris, 2013). Assigning means to missing data also helped 
to maximize the amount of data available for statistical analysis in quantitative studies (Harris, 
2013).   
Researchers assert that cases of erroneous values in the dependent and independent 





overall data set, affected cases can be  eliminated or coded to the data set mean or group mean, in 
order to maintain adequate data and sample size for the data analysis (Zhang et al., 2003; Atkins 
et al., 2013). Researchers have suggested that in cases where missing data is greater than 5% of 
the data set, data transformation techniques such as multiple imputation method in SPSS may be 
used. Imputation method is a procedure that can be used to estimate a value to replace missing 
values for statistical analysis (Harris, 2013). Imputation of item mean is a conservative approach 
to replace missing cases, as there will be no change to the overall mean (Harris, 2013). In 
addition, replacing missing data will ensure adequate cases for statistical analyses (Field, 2011; 
Harris, 2013). For this study, the series mean method was utilized because missing values 
accounted for 0.8% of the data set which is less than 5%, as reported in Chapter 4.  
Assumptions of Regression Analysis 
 The assumptions of regression analysis are addressed below, and the results from 
testing the assumptions are presented  in Chapter 4. Some assumptions of regression analysis 
include the assumption of linear relationships between variables, and the continuous nature of 
predictor and outcome variables (Field, 2011; Green & Salkind, 2011). Linear regression further 
assumes that there is no multi-collinearity between predictor variables. Further, data from 
different participants should be independent to ensure that values of residuals are independent. 
There is also the assumption of normality of the error distribution, as well as homoscedasticity 
which proposes that at each level of the predictor variable, the variance of residuals should be 
constant (Field, 2011). 
 To test the assumptions for regression I utilized plots and graphs to check the nature of 





homoscedasticity. Results of these plots and graphs confirmed that assumptions for regression 
were met in the study. Examples of the graphs are presented in Chapter 4. The Durbin-Watson 
test on SPSS was also used to check for independence of the residuals. A value of 2 means that 
the residuals are uncorrelated (Field, 2011). SPSS was used to obtain a *ZRESID against 
*ZPRED plot, histogram, and normal probability plot of the residuals. Residuals in the *ZRESID 
against *ZPRED graph should resemble a random array of evenly dispersed dots (Field, 2011). A 
graph that funnels out is an indication of heteroscedasticity in the data (Field, 2011). The 
histogram ascertained the degree of normality for the residuals. Histograms that approximate a 
bell-shaped curve indicate data with a normal distribution of scores. Result of normal probability 
plot of the residuals further gave indications of normality and linearity, as presented in Chapter 
4. The diagonal line on the normal probability plot represents a normal distribution, and all 
residual points should lie close to the diagonal line to achieve normality in the data set (Field, 
2011; Green & Salkind, 2011). Plots that are distant from the diagonal line give a clear indication 
of deviation from normality (Field, 2011). Violation of assumptions will limit generalization of 
findings to the study sample (Field, 2011; Green & Salkind, 2011). 
In this study, compassion fatigue was investigated as the independent variable  
and work attitude was tested as the dependent variable. The relationship between the independent 
variable and the dependent variable was tested. The main focus of the study was to determine if 
the independent variable was a statistically significant predictor of the dependent variable. 
Compassion satisfaction was entered in the regression analysis as a control variable to determine 







Research Questions and Hypotheses 
Research Question 1: How well does the level of compassion fatigue in   practitioners predict 
their work attitudes in the clinical work setting?  
H01: µ1= µ2 The level of compassion fatigue  in practitioners, as measured by the Professional 
Quality of Life (ProQOL) scale, is not a statistically significant predictor of their work attitudes 
as measured by the Job Involvement Questionnaire (JIQ), in the clinical work setting. 
H11: µ1≠ µ2 The level of compassion fatigue in practitioners, as measured by the Professional 
Quality of Life (ProQOL) scale, is a statistically significant predictor of their work attitudes as 
measured by the Job Involvement Questionnaire (JIQ) in the clinical work setting. 
Research Question 2: What is the predictive relationship between practitioners’ compassion 
fatigue and their work attitudes, while controlling for compassion satisfaction? 
H02: µ1= µ2 There will be no statistically significant relationship between practitioners’ 
compassion fatigue as measured by the Professional Quality of Life (ProQOL) scale and their 
work attitudes as measured by the Job Involvement Questionnaire (JIQ), while controlling for 
compassion satisfaction.  
H12: µ1≠ µ2 There will be a statistically significant relationship between practitioners’ 
compassion fatigue as measured by the Professional Quality of Life (ProQOL) scale and their 
work attitudes as measured by the Job Involvement Questionnaire (JIQ), while controlling for 






 Simple linear regression was utilized to determine the nature of the predictive 
relationships between the independent variable and the dependent variable. Multiple linear 
regression was also used to determine the true impact of the predictive variable on the criterion 
variable, while controlling for compassion satisfaction. Descriptive statistics, such as means and 
standard deviations, were performed to summarize the demographic characteristics of 
participants in the sample (Constantine, 2012; Green & Salkind, 2011). Percentages were further 
utilized to describe the characteristics of the study sample, such as demographic factors. 
General Linear Models on SPSS 
 The goal of the study was to examine how the independent variable, compassion fatigue, 
predicts the dependent variable, work attitudes, in participants. As a result, simple linear 
regression was an effective analysis to determine the percentage of variance in the criterion 
variable that was accounted for by the predictor variable (Field, 2011). Multiple regression 
analysis was further used to control for compassion satisfaction in the study analysis. 
Compassion satisfaction was entered into the regression analysis as a control variable to 
determine the true effect of the independent variable on the outcome variable.  Results were 
explained using the derived coefficients of determination (R²). The calculated R² was used to 
explain the percentage of variance in the dependent variable accounted for by the predictor 
variable (Field, 2011; Lynch, 2012). Further, the ANOVA results from the regression analysis 
were examined to determine the significance of the regression model and reveal statistically 





Threats to Validity 
Validity of surveys ensures that the survey measures what it intends to measure. 
External validity determines the extent to which the study may be generalized to the population 
and across settings (Creswell, 2013; Robson, 2006). Internal validity represents the extent to 
which a causal inference may be established regarding relationships between variables in a study 
(Campbell & Stanley, 1966). In surveys, internal validity also refers to the rigor of measurement, 
which ensures that the study constructs are actually measured (Olsen et al., 2013).Threats to 
statistical conclusion validity in surveys can lead the researcher to reach incorrect conclusions. I 
discuss below, some threats to validity regarding this study and how they may be addressed.  
Threats to External Validity 
 External validity represents the degree to which results of a study can be generalized  
to larger populations, settings, and outcomes (Frankfort-Nachmias & Nachmias, 2008). Threats 
to external validity may affect the generalizability and transferability of results from a study to 
other groups and environments (Creswell, 2013; Kukull & Ganguli, 2012). Generalizing sample 
results to larger populations in nonprobability samples such as purposive samples is difficult. 
This is because the probability of each sampling unit’s inclusion is not guaranteed (Olsen et al., 
2013). Results of the study were generalized to the specific population and location of the study. 
Another threat to the external validity of the survey was low response rate, which may adversely 
affect gathering sizeable data needed for statistical analysis (Robson, 2006). I sent reminder 
letters to participants by the fourth week of data collection. By appealing to their goodwill and 
altruistic sentiments, I was able to persuade more participants to fill out their questionnaires and 
mail them back. Achieving a good response rate, helped provide adequate data which was higher 





Threats to Internal Validity 
 Internal validity refers to the approximate validity with which researchers infer that  
a relationship between two variables is causal (Campbell & Stanley, 1966). Causal relationships 
usually occur in experiments where treatment variables are manipulated to produce a desired 
outcome (Creswell, 2013). The present research did not involve any treatment variable, nor was 
it focused on laying claim to causality. However, some internal validity threats of maturation, 
history, regression, mortality, instrumentation, selection, and testing are discussed. Maturation 
occurs when participants in an experiment change or mature over time, and this change affects 
the participants’ performance on the dependent variable (Creswell, 2013; Robson, 2006). The 
cross-sectional approach of this study attempted to collect data from participants within a short 
time period to avoid time-related changes. History threat to internal validity refers to critical 
events other than the planned treatment event that can change the outcomes of the study 
(Frankfort-Nachmias & Nachmias, 2008). The length of a study can create time for unpredictable 
events to occur, that unduly affect participants’ responses (Robson, 2006). I collected data within 
a period of six weeks, to reduce the possibilities of unlikely events that can affect the study. 
Statistical regression threat is another challenge that affects the internal validity 
of research. Statistical regression threat occurs when some participants score extreme scores 
which may be particularly high or low (Walliman, 2011).The extreme scores may be due to 
chance or measurement error, and will affect the statistical analysis of the study. There were no 
challenges of extreme scores in the study, as reported in Chapter 4. Experimental mortality threat 





a sample size that is larger than the calculated sample size for the study. This helped me gather 
adequate information for statistical analysis, even when some participants opted out of the study 
by not returning questionnaires. Instrumental bias poses a threat to internal validity when the 
measuring instrument that is used in the study changes over time, between a pretest and posttest 
(Creswell, 2013). I collected data with study instruments at a single point in time. There was no 
pretest and posttest approach in the present study. Selection biases affect internal validity when 
participants with different characteristics are assigned to study groups. Researchers are to recruit 
participants with similar characteristics to different study groups, to reduce the threat to 
differential selection.  
I did not use two or multiple group design, and there was no between group comparison. 
Further, self-selection bias was reported as a limitation of the study, as participants were not 
randomly recruited. Testing effects on internal validity occurs when the research instruments are 
administered to participants more than once (Frankfort-Nachmias & Nachmias, 2008). 
Participants may become familiar with the outcome measure, and memorize responses for post-
testing. I administered study questionnaires only once to participants, and there was no post-
testing. Cronbach’s alpha was used to determine reliability of study instruments in the present 
research. This helped prevent testing effects that may occur with the test-retest approach. 
The validity of study instruments is also important for achieving internal  
validity in surveys. The ProQOL scale and the Job Involvement Questionnaire (JIQ) used in this 
study, have both demonstrated good validity using the Cronbach’s alpha.  Lawson and Myers 
(2011) utilized the ProQOL in a study of 506 counsellors and reported alpha reliabilities of .80, 





respectively. Researchers of a pilot study of South African hospice workers reported internal 
consistency reliabilities of .87, .72, and .80 for the compassion satisfaction, burnout, and 
compassion fatigue subscales respectively (Train & Butler, 2013). Gorji et al. (2014) used the 
JIQ in a study of emergency nurses, and obtained alpha reliability of .81. Threats to internal 
validity may also compromise the observed associations between the variables being examined 
in a study (Campbell & Stanley, 1966). There may be challenges of mortality where respondents 
drop out from the study before its completion (Creswell, 2013; Ryan et al., 2007). Selection of 
participants and non-response issues of mail questionnaires can pose problems of adequate 
sample size, and proper representativeness in survey research (Biemer, 2010; Burns et al., 2008). 
However, I recruited from a large percentage of the entire study population.  Follow-up 
processes that involved persuasions to participants were also used, in order to retrieve a good 
number of completed questionnaires from the study population (Helgeson et al., 2002). Utilizing 
a large percent of the target population further helped in surpassing the required sample size 
calculated for this study (N = 57), as well as addressing the threat of selection (Krieger, 2012; 
Pittenger, 2014). 
Threats to Statistical Conclusion Validity 
 Threats to statistical conclusion validity may occur when conclusions from a  
study are not based on adequate analysis of retrieved data (Garcia-Perez, 2012). Poor data 
analysis can result from the study not having enough statistical power to detect an existing effect. 
Low statistical power presents the risk of Type II error which reveals a false effect that may not 
actually exist (Bakker & Wicherts, 2011; Fiedler et al., 2012). Researchers have also asserted 





statistical conclusion validity (Wang et al., 2013). In addition, adopting statistical methods of 
analysis that are not appropriate for addressing the research questions and hypotheses may create 
breaches to statistical conclusion validity (Fiedler et al., 2012). To minimize the threats to 
statistical conclusion validity, I utilized the standard minimum power of .80 and significance 
level of .05 in the present study to minimize probability of falsely obtaining statistical 
significance of the results (Bakker & Wicherts, 2011; Faul et al., 2009). Further, the linear 
regression analysis procedure that was adopted to analyze data in the study presented a 
sophisticated statistical method for assessing predictive relationships of variables (Constantine, 
2012; Garcia-Perez, 2012).   
Ethical Procedures and Participant Consent 
 Ethical consideration is vital in social research studies, especially when collecting 
information from human participants in communities due to some risks that participants may 
incur in the course of the research (Ignacio & Taylor, 2013). I obtained the official list of all 
government-owned primary health care centers, locations and number of primary care physicians 
attached to each center from the Rivers State Primary Health Care Board (RSPHCB). A signed 
Letter of Cooperation was retrieved from the board regarding the information provided for the 
research. The information did not include personal identifiers of individual participants, in order 
to protect participants. The study met the requirements of the Institutional Review Board (IRB) 
of Walden University for approval. Clearance was sought from the Nigerian National Health 
Research Ethic Committee (NHREC), to meet requirements of international research processes. 






 Letters of invitation to participate in the research were sent to medical doctors  
attached to 150 purposively selected government-owned primary health centers along with the 
survey anonymous questionnaires. As I utilized anonymous questionnaires for the survey, I 
relied on participants’ endorsement and support to participate, as a form of consent. Participants 
were duly informed that completing the surveys would be a full voluntary agreement to 
participate in the research (Lange et al., 2013; Rudestam & Newton, 2007). Risks were minimal 
and were not greater than what participants would be exposed to daily in the clinical work 
setting. The questions on the scales were not difficult to understand, and information regarding 
the phenomenon under study may have provided beneficial insight to participants, regarding the 
relationships between compassion fatigue and work attitudes. Participants were informed about 
their rights to discontinue participation at any point during the research process, without any 
form of penalties.  
Though no form of inducement was provided in exchange for completing surveys,  
the executive summary of the research have been mailed to all health centers with doctors. The 
information in the summary provided awareness on the need for prevention and management of 
trauma-related stress at work. I provided personal contact information to all participants, to give 
participants access to the researcher in the event they have any questions or confusion about the 
study. Appreciation letters and executive summary of the study have been mailed to all health 
centers where doctors are posted, regardless of participation. I have also sent the executive 
summary of this research to the health board, to meet the conditions of conducting research 
stated by the board. I made copies of the research summary available to all health centers with 





Nigeria’s Delta region. All information are kept secure and confidential, and were utilized for the 
sole purpose of the study. Paper questionnaires are being stored in a locked file cabinet. 
Analyzed data are being stored on external hard drive with pass code protection. All paper 
questionnaires will be shredded after five years. Analyzed data will also be destroyed after 5 
years. 
Summary 
 This quantitative research utilized a cross-sectional survey design to examine  
how practitioners’ compassion fatigue experiences may affect their work attitudes, in the clinical 
work setting. The Professional Quality of Life Scale (ProQOL) was used to measure participants’ 
level of compassion fatigue (Stamm, 2010), and the Job Involvement Questionnaire (JIQ) was 
used to determine participants’ work attitudes (Kanungo, 1982a). A total of 150 questionnaires 
were mailed to 150 government-owned primary health care centers in communities across Rivers 
State in Nigeria’s Delta region, for the research. All requirements of Walden University’s IRB 
and Nigeria National Health Research Ethics Committee (NHREC) were met before any research 
was conducted. SPSS Statistical Software Package Version 21 was utilized for data analysis, and 
linear regression was used to determine the nature of relationships between the independent 
variable and the dependent variable. Descriptive statistics were performed to explain the 
demographics of the study sample, such as means and standard deviations outlined in frequency 
distributions, in the data (Constantine, 2012). Percentages were also used to describe and 








Chapter 4: Results 
Introduction 
 This chapter presents the results from the study, which focused on the effect of  
compassion fatigue on crisis workers’ attitudes toward work. Compassion fatigue was the 
independent variable in this study, and it was measured by the ProQol Scale. Work attitude was 
the outcome variable, and it was assessed by the Job Involvement Scale (JIQ). The main purpose 
of this study was to examine the impact of compassion fatigue on work attitudes of primary 
health care physicians who manage clients’ crisis situations in Nigeria’s Delta communities.  
Research Questions and Hypotheses 
Research Question 1: How well does the level of compassion fatigue in   practitioners predict  
their work attitudes in the clinical work setting?  
H01: µ1= µ2 The level of compassion fatigue  in practitioners, as measured by the Professional 
Quality of Life (ProQOL) scale, is not a statistically significant predictor of their work attitudes 
as measured by the Job Involvement Questionnaire (JIQ), in the clinical work setting. 
H11: µ1≠ µ2 The level of compassion fatigue in practitioners, as measured by the Professional 
Quality of Life (ProQOL) scale, is a statistically significant predictor of their work attitudes as 
measured by the Job Involvement Questionnaire (JIQ) in the clinical work setting. 
Research Question 2: What is the predictive relationship between practitioners’ compassion 
fatigue and their work attitudes, while controlling for compassion satisfaction? 
H02: µ1= µ2 There will be no statistically significant relationship between practitioners’ 
compassion fatigue as measured by the Professional Quality of Life (ProQOL) scale and their 
work attitudes as measured by the Job Involvement Questionnaire (JIQ), while controlling for 





H12: µ1≠ µ2 There will be a statistically significant relationship between practitioners’ 
compassion fatigue as measured by the Professional Quality of Life (ProQOL) scale and their 
work attitudes as measured by the Job Involvement Questionnaire (JIQ), while controlling for 
compassion satisfaction.  
 In this chapter the data collection procedures and results from the data analyses are 
presented. Other descriptive information, including appropriate tables and figures, are also 
provided. Compassion fatigue was the independent variable in this study, and it was measured by 
the ProQol Scale. Work attitude was the outcome variable, and it was assessed by the Job 
Involvement Scale (JIQ). The main purpose of this study was to examine the impact of 
compassion fatigue on work attitudes of primary health care physicians who manage clients’ 
crisis situations in Nigeria’s Delta communities. 
Data Collection Procedures 
 Participants for this study were recruited over a period of six weeks. A total of 150 
surveys were mailed to 150 government-owned primary health care centers across Rivers State. 
Mailing information for primary healthcare centers that have a doctor was obtained from the 
Research Unit of the Rivers State Primary Health Care Board (RSPHCB). The data collection 
process involved two mass mails addressed to the doctor-in-charge of participating health care 
centers. Both the initial surveys and the reminder surveys were sent to all participants, in line 
with anonymous study processes (Appendix. G). The reminder mass mail was sent out by the 
fourth week of data collection process. The survey consisted of one demographic section, and 








 The sample for the study consisted of primary health care physicians who work in 
government-owned primary health care centers across Rivers State. A total of 69 primary health 
care physicians responded. Among the 69 participants, two did not complete the ProQol scale 
and these cases were excluded from the data analysis. The final sample for the study was 67, 
which was above the a priori calculated sample size of N = 57 for this study by approximately 
18%. I recorded a survey response rate of 45%. The targeted population consists of 32% female 
physicians and 68% male physicians (RSMOH, 2013), which was properly reflected in the 
gender distribution of survey respondents. Despite the low response rate, the obtained sample 
was a good representation of the study population. The obtained sample consisted of 33% 
females, and 67% males. The representative sample may be utilized for purposes of 
generalization in the specific population (Creswell, 2013).  
Descriptive Statistics 
  Out of 67 respondents, 33% (N = 22) was female while 67% (N = 45) was male.  
Eighty-one percent (N = 54) of respondents were less than 40 years old, while 19% (N = 13) of 
respondents were over 40 years old. Eighty-four percent (N = 56) of respondents indicated they 
had worked as physicians for less than 10 years, while 16% (N = 11) of respondents worked as 
physicians for over 10 years. Demographic characteristics of the study sample are presented in 






Demographic Characteristics of the Study Sample 
Variable                                                             N                                             % 
Gender 
  Male                                                                45                                             67 
  Female                                                            22                                             33 
Age 
  Less than 40 years                                          54                                             81 
  More than 40 years                                        13                                             19 
Years of Work 
  Less than 10 years                                         56                                             84 
  More than 10 years                                       11                                             16     
  
Descriptive statistics were calculated on the three subscales from the ProQol Scale 
(Compassion fatigue, Compassion satisfaction, and Burnout subscales). Descriptive statistics 
were also calculated for the Job Involvement scale (JIQ). The subscale for Burnout was included 
in the descriptive statistics but was not used in the data analysis because the burnout variable was 
not tested in this study. The burnout variable was not included in the data analysis as the main 
focus of the research was on practitioners’ compassion fatigue. Table 2 presents the descriptive 
statistics for the scales, which represents numbers that summarize and describe basic features of 
the data. Results showed that the means across the three scales on the ProQol ranged from a low 







Descriptive Statistics for Research Scales 
Scale                        N              M                     SD             Skewness/SE               Kurtosis/SE 
ProQol 
CF                           67             24.94                4.75             -.182/.293                 -.637/.578 
CS                           67             41.03                5.53             -.341/.293                 -.528/.578 
BO                          67             23.43                4.83               1.57/.293                   7.43/.578 
JIQ                          67             38.14                8.69              -.200/293                  -.685/.578 
Note. CF = Compassion fatigue; CS = Compassion satisfaction; BO = Burnout; JIQ = Job 
Involvement Questionnaire. 
 A correlation matrix was generated to assess the relationships between the variables 
represented in three subscales of the ProQol Scale and work attitude as measured by the Job 
Involvement Scale. A significant positive correlation indicates that as one variable increases, the 
other variable also tends to increase. A significant negative correlation indicates that as one 
variable increases, the other variable tends to decrease. The closer the correlation value is to 1, 
the stronger the tendency for relationship, and the closer the correlation value is to 0, the weaker 
the relationship (George & Mallery, 2008; Campbell & Stanley, 1966). Results showed a 
statistically significant correlation between compassion fatigue and work attitudes, r = .327, p < 
.01. There was also a statistically significant correlation between compassion satisfaction and 
work attitudes, r = .638, p < .001. Burnout revealed an inverse correlation with compassion 
satisfaction, r = -.395, p <.001, and a positive correlation with compassion fatigue, r = .230, p 






Results of Correlation Matrix 
 Measure                     Work Attitude                CF                          CS                         BO 
 
Work Attitude                    - 
CF                                      .327**                     - 
CS                                      .638**                     .223*                      - 
BO                                    -.255*                       .230*                      -.395**                 - 
*p < .05, one-tailed.  **p < .01, one-tailed. 
Statistical Assumptions of Linear Regression 
 The statistical assumptions of linear regression were evaluated in the data analysis, as 
stated in Chapter 3. The assumption of independent errors was tested with the Durbin-Watson 
test. The test value of 1.80 is close to 2 which is acceptable (Field, 2011; Savalei & Rhemtulla, 
2013). The Durbin-Watson test statistic is used to test for correlation of residuals in regression 
models (Savalei & Rhemtulla, 2013). Durbin-Watson statistic ranges in value from 0 to 4. A 
value close to 2 indicates non-correlation. Values close to 0 indicate positive correlations, while 
values close to 4 indicate negative correlations. Therefore, the test value of 1.80 in this study 
indicated that the residuals were independent of each other (Field, 2011; Green & Salkind, 2011; 
Savalei & Rhemtulla, 2013). There was no indication of multi-collinearity between the variables 
of interest as was evidenced by a number of statistical tests. First, the correlation between 
compassion fatigue and compassion satisfaction was not strong, r = .223. Multicollinearity is 





inflation factor (VIF) value of 1.05 was an indication of no multicollinearity among the predictor 
variables. Statisticians assert that a VIF of 1 means that there is no correlation among the 
predictor variables (Green & Salkind, 2011; Savalei & Rhemtulla, 2013). However, VIFs 
exceeding 10 are signs of serious multicollinearity requiring corrections (Field, 2011; Savalei & 
Rhemtulla, 2013). Finally, the results from the collinearity diagnostics showed that compassion 
fatigue was high on dimension 2 (.95), and low on dimension 3 (.05), while compassion 
satisfaction was high on dimension 3 (.81), and low on dimension 2 (.18). Both variables were 
high on different dimensions, and low on different dimensions. This was an indication of no 
multicollinearity between the predictor variables (Field, 2011; Green & Salkind, 2011). The data 
was also screened for outliers prior to being subjected to the regression analysis. The Cook’s 
distance test was utilized to check for outliers in the data. The obtained value of .275 was not 
greater than 1, which showed an absence of outliers or influential cases (Field, 2011).  
 SPSS plots were generated to show that assumptions of linear regression were met. To 
test for normality of error distribution, a P-P plot was generated. The P-P plot (Figure2) shows 
that the observed points lie reasonably close to the ideal diagonal line of best fit, and is an 
indication of normality of error distribution (Field, 2011). The histogram (Figure 3) also appears 
























Figure 3: Histogram of work attitudes and predictor variables, CF and CS 
 Additional plots were generated to test other assumptions of linear regression. The 
ZRESID / ZPRED plot was generated in SPSS to test for homoscedasticity and linearity (Field, 
2011). To check for homoscedasticity, the ZRESID was plotted against the ZPRED (Figure 4), 
and the scattered nature of the scatter plot indicated that the variances of the residuals were 
constant (Field, 2011). The graph did not funnel out to indicate the presence of heteroscedasticity 
in the data (Field, 2011). The ZRESID against ZPRED plot also gave a roughly rectangular-like 
distribution to indicate linearity. Scores were randomly scattered about a horizontal line, with no 
systematic clustering pattern (Field, 2011). There was no sort of curve in the graph to indicate 







 Figure 4: Scatter plot of residuals against predictor variables  
 The research questions and hypotheses are answered and presented below. The results of 
the linear regression were used as basis to either reject or accept the null hypotheses. In addition, 
the obtained effect size which conveys the magnitude and strength of the relationship between 
the independent and dependent variable is presented.  
Research Question 1 and Hypothesis 1 
Research Question 1: How well does the level of compassion fatigue in   practitioners predict  
their work attitudes in the clinical work setting?  
H01: µ1= µ2 The level of compassion fatigue  in practitioners, as measured by the Professional 
Quality of Life (ProQOL) scale, is not a statistically significant predictor of their work attitudes 





H11: µ1≠ µ2 The level of compassion fatigue in practitioners, as measured by the Professional 
Quality of Life (ProQOL) scale, is a statistically significant predictor of their work attitudes as 
measured by the Job Involvement Questionnaire (JIQ) in the clinical work setting. 
 To assess Research Question 1 and test Hypothesis 1, a simple linear regression was 
conducted to determine the nature of predictive relationship between compassion fatigue and 
work attitudes. The independent variables and the dependent variable were entered 
simultaneously into the model, using the standard regression method. Results from the linear 
regression showed that compassion fatigue significantly predicted work attitudes of crisis 
workers, F(1,65)=7.78, p < .05, R² = .107, 95% CI [.170, 1.03]. Therefore, the null hypothesis 
that the level of compassion fatigue in crisis workers is not a statistically significant predictor of 
their work attitudes was rejected. The effect size (r = .327 or R² = .11) in the study conveys the 
magnitude and strength of the relationship between the independent and dependent variable. In 
the context of the results of the study, the reported effect size of R² = .11 indicated that the 
independent variable has a small magnitude effect on the outcome variable (Durlak, 2010; Selya, 
Rose, Dieker, Hedeker, & Mermelstein, 2012). The relevance of the obtained effect size will be 
further discussed in Chapter 5. 
Table 4 
Results of Linear Regression with Compassion Fatigue Predicting Work Attitudes 
Variable                                       B                β             sr            sr²           p               95% CI 
Constant (Work Attitude)           23.22                                                                 [12.35,  34.09]                                                               
Compassion Fatigue (CF)          .598            .327        .327         .107       <.05          [.170, 1.03]                   





  The model was effective in predicting that compassion fatigue accounted for 11% 
of the variance in work attitudes. Therefore, compassion fatigue was a statistically significant 
predictor of work attitudes in the sampled physicians. The linear regression used the following 
equation:  Yᵢ = bₒ+ b1 X1 where Yᵢ is the outcome variable; b1 is the gradient of the straight line 
fitted to the data; bₒ is the intercept of that fitted line; X1 is the predictor variable (Fields, 2011). 
The regression model for the results is: work attitudeᵢ = 23.22 + (.598compassion fatigueᵢ). 
Research Question 2 and Hypothesis 2 
Research Question 2: What is the predictive relationship between practitioners’ compassion 
fatigue and their work attitudes, while controlling for compassion satisfaction? 
H02: µ1= µ2 There will be no statistically significant relationship between practitioners’ 
compassion fatigue as measured by the Professional Quality of Life (ProQOL) scale and their 
work attitudes as measured by the Job Involvement Questionnaire (JIQ), while controlling for 
compassion satisfaction.  
H12: µ1≠ µ2 There will be a statistically significant relationship between practitioners’ 
compassion fatigue as measured by the Professional Quality of Life (ProQOL) scale and their 
work attitudes as measured by the Job Involvement Questionnaire (JIQ), while controlling for 
compassion satisfaction.  
To assess Research Question 2 and test Hypothesis 2, a multiple linear regression was 
conducted using the stepwise method. The stepwise method of multiple regression allows SPSS 
to automatically search for the predictor variables that best explains the variation in the outcome 
variable (Field, 2011; Savalei & Rhemtulla, 2013). SPSS will automatically add other predictor 





(Field, 2011; Sullivan & Feinn, 2012). Results of the stepwise regression analysis showed that 
compassion satisfaction was the best significant predictor of work attitudes, F(1,65) = 44.67, p < 
.001, R² = .407 (Table 5). The combined effect of compassion satisfaction and compassion 
fatigue statistically significantly predicted work attitudes of physicians, F(2,64) = 25.47, p < 
.001, R² = .443. Compassion satisfaction and compassion fatigue jointly accounted for 44% of 
the variance in work attitude (R² = .443). 
To assess each predictor variable in the multiple regression analysis, SPSS generated a t-
statistic that I used to determine the statistical significance of each predictor variable (Diebold, 
Miller, Gensheimer, Mondscheiu, & Ohmart, 2000; Field, 2011; Hoyt, Leierer, & Millington, 
2006). SPSS generates t-statistic value in the Coefficient table (Appendix A) which is used to 
confirm if the regression coefficient (b-value) of each predictor is significantly different from 
zero (Field, 2011; Hoyt et al., 2006). The b-value for each predictor variable represents the 
change in the outcome variable resulting from the unit change in the predictor, if the effects of all 
other predictors are held constant (Diebold et al., 2000; Field, 2011; Savalei & Rhemtulla, 2013). 
A significant change shows that the predictor made a significant contribution to predicting the 
outcome (Green & Salkind, 2011; Field, 2011; Savalei & Rhemtulla, 2013).  
While holding the effect of compassion satisfaction constant, the effect of compassion 
fatigue on predicting work attitudes was statistically significant, t(64) = 2.03, p = .05, sr = .189, 
sr² = .04. Compassion fatigue uniquely accounted for 4% variance in work attitudes. The results 
indicated that the b-value for compassion fatigue (b = .355) presented in the coefficient table was 
significantly different from zero, and did not result by chance (Diebold et al., 2000; Field, 2011; 





multiple regression analysis. While holding the effect of compassion fatigue constant, the effect 
of compassion satisfaction on predicting work attitudes was statistically significant, t(64) = 6.21, 
p < .001, sr= .580, sr² = .34. Compassion satisfaction uniquely accounted for 34% variance in 
work attitudes. As a result, the b-value for compassion satisfaction, (b = .936) is significantly 
different from zero, and not generated by chance (Table 5). Compassion satisfaction accounted 
for 34% variance in work attitude in the multiple regression analysis, while compassion fatigue 
accounted for 4% variance. Therefore, the null hypothesis that there would be no statistically 
significant relationship between practitioners’ compassion fatigue and their work attitudes, while 
controlling for compassion satisfaction was rejected. The predictive relationship between 
compassion fatigue and work attitudes, while controlling for compassion satisfaction was 
statistically significant, with compassion fatigue accounting for 4% of the variance in work 
attitudes. 
 The effect of compassion fatigue on work attitudes (sr² = .04) was of small magnitude, 
while the effect size for compassion satisfaction (sr² = .34) on work attitudes was of medium 
magnitude. In the context of the results of the study, the reported effect size of compassion 
satisfaction (sr² = 0.34), indicated that the moderator variable had a medium magnitude effect on 
the outcome variable (Selya et al., 2012; Sullivan & Feinn, 2012). The percentage of variance in 
work attitudes accounted for by compassion satisfaction was 30% higher than the percentage 
accounted for by compassion fatigue. Further, compassion satisfaction moderated the effect of 
compassion fatigue on work attitudes. The variability accounted for in work attitudes by 
compassion fatigue was moderated from 11% variance (Table 4) to 4% variance (Table 5). By 





between the independent variable and the outcome variable (Antonio & Monteiro, 2015). 
Therefore, the strength of the predictive relationship between practitioners’ compassion fatigue 
and their work attitudes, while controlling for compassion satisfaction became weaker by 6%.  
Table 5 
Stepwise Regression Summary for Compassion Fatigue and Compassion Satisfaction Scores 
Predicting Work Attitudes of Physicians 
Variable                                      B           SE B            β            sr          sr²                95% CI 
Step 1 
   Constant (Work Attitude)     -2.95         6.20                                                     [-15.33, 9.43] 
   Compassion Satisfaction       1.00***   .150         .638         .638       .41         [.704, 1.304] 
Step 2 
   Constant (Work Attitude)    -9.02          6.75                                                      [-22.52, 4.47] 
   Compassion Satisfaction      .936***   .151         .595***     .580       .34          [.635, 1.24] 
   Compassion Fatigue (CF)    .355*       .175         .194*         .189       .04          [.006, .705]                                                                             
*p < .05   ***p < .001 
The model was effective in predicting that there was a statistically significant relationship 
between practitioners’ compassion fatigue and their work attitudes, while controlling for 
compassion satisfaction. The multiple regression used the following equation:  Yᵢ = bₒ+ b1 X1ᵢ + 
b2 X2ᵢ where Yᵢ is the outcome variable, bₒ is the constant, b1 is the coefficient of the first 
predictor (X1), b2 is the coefficient of the second predictor (X2) (Field, 2011). The regression 
equation for the results is: work attitudes ᵢ = -9.02 + (.936compassion satisfactionᵢ) + 






This chapter presented the data analysis for the two research hypotheses in the study. 
Sixty- nine physicians out of the 150 physicians that were recruited responded to the survey 
request, and data from 67 physicians were analyzed using linear regression. Two of the returned 
surveys were incomplete, and not included in the analysis. The first null hypothesis which stated 
that the level of compassion fatigue in practitioners is not a statistically significant predictor of 
their work attitudes in clinical settings was rejected. Compassion fatigue accounted for 11% of 
variance in work attitudes of practitioners in the simple linear regression model that was 
conducted. The second null hypothesis which stated that there will be no statistically significant 
relationship between practitioners’ compassion fatigue and their work attitudes, while controlling 
for compassion satisfaction was rejected. Compassion fatigue accounted for 4% of the variance 
in work attitudes in the multiple linear regression. Compassion satisfaction also showed a strong 
statistically significant relationship with work attitudes, in the stepwise multiple regression 
model. Further, compassion satisfaction moderated the effect of compassion fatigue on work 













Chapter 5: Discussion 
Introduction 
 The purpose of this quantitative, exploratory, cross-sectional study was to examine  
the effect of compassion fatigue on work attitudes of primary health care physicians in Nigeria’s 
Delta Region. Compassion fatigue represents a clinical phenomenon that may have detrimental 
effects on the wellbeing of practitioners in trauma-related clinical settings. Newell and MacNeil 
(2010) described compassion fatigue as a state of tension that practitioners experience when 
preoccupied with traumatic situations of clients. When left unaddressed, compassion fatigue may 
create adverse emotional, physical, social, and psychological symptoms in practitioners (James 
& Gilliland, 2013). Compassion fatigue can take huge tolls on practitioners’ health in traumatic 
work environments (Lynch & Lobo, 2012).  
 The focus of this study was to explore the predictive relationships between compassion 
fatigue and work attitudes in primary health care physicians employed by the government in 
Nigeria’s Delta region. The independent variable in the study was compassion fatigue, and the 
outcome variable was work attitude. Compassion satisfaction was utilized as a moderator 
variable, to determine any change in the strength of the relationship between compassion fatigue 
and practitioners’ work attitudes (Creswell, 2013). The ProQol scale was used to collect data for 
compassion fatigue and compassion satisfaction variables. The Job Involvement scale (JIQ) was 
used to collect data for work attitude variable.  
Reliability of the study instruments were tested using the Cronbach Alpha in SPSS. The 
Job Involvement scale (JIQ) recorded a high reliability of α = .85, consistent with past research. 





reliability coefficient of .85 on the JIQ. This study reported a Cronbach alpha reliability of α = 
.88 on the Compassion satisfaction subscale of ProQol, also consistent with previous studies. 
Stamm (2010) reported alpha reliability of α = .88 for the compassion satisfaction subscale. 
Lawson and Myers (2011) reported alpha reliability of .77 for the compassion satisfaction 
subscale in a study of 506 counselors. Another study investigating licensed clinical social 
workers reported alpha reliability of .91 for the compassion satisfaction subscale (Thomas & 
Otis, 2010). A Cronbach alpha score of .63 was recorded in this study for the compassion fatigue 
subscale of ProQol. This value was lower than reported values in most other studies. Previous 
studies have recorded alpha values that range from .71 to .86 for the compassion fatigue subscale 
(Stamm, 2010; Thomas & Oti, 2011; Slocum-Goris et al., 2013). However, Jacobson et al (2013) 
recorded a Cronbach alpha score of .68 for the compassion fatigue subscale in a study conducted 
among the clergy. 
 The data gathered for this study showed that participants scored in the low to average 
range for compassion fatigue, average to high range for compassion satisfaction, and moderate 
range for work attitudes. Results of the simple linear regression conducted for hypothesis 1 
indicated that compassion fatigue was a statistically significant predictor of work attitudes in 
sampled practitioners. Multiple Linear regression further showed a statistically significant 
predictive relationship between practitioners’ compassion fatigue and work attitudes, while 
controlling for compassion satisfaction,  
Discussion and Interpretation of the Findings 
 The results from this study confirmed some previous findings in peer- reviewed literature 





 satisfaction than compassion fatigue. Participants also reported moderate levels of work 
attitudes. The low to average range recorded for compassion fatigue in this group of primary 
health care physicians supports previous results that education equips physicians with the ability 
to treat patients without deep emotional engagement. In separate studies, Passalacqua and Sequin 
(2010), Rosenstein (2012) and Handford et al (2013) all found low to moderate levels of 
compassion fatigue in physicians. Researchers in these separate studies arrived at the conclusion 
that clinical education and practice presented great opportunities for physicians to manage stress, 
develop empathy and enjoy higher levels of compassion satisfaction. The participants in the 
present study may have reported lower to average compassion fatigue due to their education and 
enjoyment of clinical practice.   
 Despite the low to average scores on compassion fatigue, results indicated that 
compassion fatigue was a statistically significant predictor of work attitudes in practitioners. The 
present study results showed positive correlations between compassion fatigue and compassion 
satisfaction. The positive relationship disconfirms previous studies that have examined 
compassion fatigue and compassion satisfaction. In previous studies, compassion fatigue was 
shown to have inverse relationships with compassion satisfaction. Craig and Sprang (2010) 
examined relationships among compassion satisfaction, compassion fatigue, and burnout in 
trauma treatment therapists across the United States. The quantitative survey used the ProQOL 
scale and a demographic scale to investigate 532 participants. Multiple regression was used to 
determine associations between the study variables, as well as clinician factors that can affect 





compassion fatigue. Ray et al. (2013) conducted a quantitative study on frontline mental 
healthcare professionals (FMHPs) in Ontario, Canada. A total of 169 FMHPs who worked in a 
variety of roles such as psychology, nursing, social work, and psychiatry participated in the 
study. The ProQOL and a demographic questionnaire were used in the cross-sectional survey to 
determine relationships among compassion fatigue, burnout, compassion satisfaction, and work 
life condition. Pearson correlation and multiple regression were used for analysis in SPSS 
version 16.0. Results showed that compassion fatigue was negatively associated with 
compassion satisfaction.   
The positive correlation reported for the relationship between compassion fatigue and 
compassion satisfaction in this study is not consistent with findings from past research. However, 
few studies have reported positive correlations between compassion fatigue and compassion 
satisfaction. Researchers from the University of Auckland, New Zealand, reported positive 
correlations between compassion fatigue and compassion satisfaction. The study by Severn et al. 
(2012) revealed that as compassion fatigue levels increased in the sampled audiologists, 
compassion satisfaction levels also increased. Craigie et al. (2015) also found a significant 
positive association between compassion fatigue and compassion satisfaction in a study of 
Australian nurses. The study conducted by Craigie et al. (2015) focused on exploring the risk for 
compassion fatigue in nurses who worked in challenging trauma-related environments, and 
recorded positive relationships between compassion fatigue and compassion satisfaction, 
contrary to expectations.  
Compassion fatigue and compassion satisfaction can coexist in practitioners (Bearse et 





required to significantly check the effects of compassion fatigue in practitioners (James & 
Gilliland, 2013; Perry et al., 2011). Results of the study showed that practitioners reported lower 
levels of compassion fatigue, and higher levels of compassion satisfaction simulteanuously. 
When compassion fatigue and compassion satisfaction coexist, practitioners who have higher 
levels of compassion satisfaction may tend to exhibit resilience, by showing more care to 
effectively manage traumatic experiences at work (James & Gilliland, 2013).  Adequate 
knowledge of compassion fatigue and compassion satisfaction discourse is essential to 
practitioners, for proper management of stressful challenges in traumatic work settings.  
Results of this present study also showed that compassion satisfaction is an effective 
moderator for compassion fatigue in practitioners. This is consistent with past literature that 
asserts the buffering effect that compassion satisfaction has on compassion fatigue (James & 
Gilliland, 2013; Potter et al., 2013; Stamm, 2010). Previous studies have reported that 
compassion satisfaction can counter the effect of compassion fatigue in practitioners (Corso, 
2012; James & Gilliland, 2013). Past research has also revealed that compassion satisfaction 
reduces negative behaviors, enhances positive affect, and moderates the adverse effects of 
compassion fatigue in clinical work settings (Shepard, 2013). Researchers from Tel Aviv 
University, Israel conducted a study on the predictors of professional quality of life in physicians 
(Haber, Palgi, Hamama-Raz, Shrira & Ben-Ezra, 2013). Haber et al (2013) found that 
compassion satisfaction acted as a protective factor for compassion fatigue, and associated 
positively with life satisfaction. Hunsaker, Cpen, Hsiu-Chin, Dale, & Heaston (2015) conducted 





department nurses in the United States. The researchers found that higher levels of compassion 
satisfaction provided an effective buffer against compassion fatigue.  
In this study, compassion fatigue had a small effect on work attitudes of practitioners. 
However, researchers have argued that it is not only the magnitude of effect that is important, but 
consideration should also be given to its clinical or practical value (Durlak, 2010; James & 
Gilliland, 2013). Results of stress-related behavioral measures may have more clinical 
significance to wellbeing, than outcomes with no direct consequence on individuals’ mental 
wellness (Durlak, 2010). Regarding this study, the small magnitude effect of compassion fatigue 
on work attitudes presents a clinical concern for practitioners’ optimum wellness. If left 
unchecked, small effects could produce more severe challenges to practitioners’ mental 
wellbeing over time (Figley, 2002). As a result, the small effect of compassion fatigue on work 
attitudes informs the need for continuous practical self-care activities to address issues of 
compassion fatigue in practitioners.   
The findings of this study may be explained in the context of the etiological model of 
compassion fatigue. The model provides explanations about the development of compassion 
fatigue by practitioners, in trauma work settings. The model asserts that practitioners’ empathic 
abilities provide the fundamental aptitude for developing empathic concern to offer genuine 
assistance to clients (Figley, 2002). The continuous process of relieving clients’ suffering may 
increase susceptibility to compassion stress. The etiological model of compassion fatigue further 
posits that disengagement and satisfaction are factors that decrease susceptibility to compassion 
stress, and protect practitioners. Disengagement represents the extent to which practitioners can 





helping process. Practitioners’ satisfaction with their efforts to help clients generates good sense 
of achievement which can also reduce susceptibility to compassion stress. However, absence of 
disengagement efforts and satisfaction allow for unabated compassion stress, which subsequently 
produce compassion fatigue (Boscarino et al., 2010; Figley, 2002).  
 Results of low to moderate levels of compassion fatigue in the study indicate that 
compassion fatigue exists in the practitioners. Details of practitioners’ empathic abilities, 
disengagement efforts, and compassion stress are beyond the scope of the present study, as these 
variables were not included in the research. However, the presence of compassion fatigue in the 
study participants is an indication of interactions amongst these variables. The etiological model 
asserts that compassion fatigue is produced following interactions among practitioners’ empathic 
abilities, compassion stress and disengagement efforts (Figley, 2002). The results of low to 
moderate levels of compassion fatigue reported by practitioners may be an indication of some 
disengagement efforts on the part of the practitioners. Practitioners’ disengagement efforts may 
have helped reduce the severity of compassion fatigue experienced. Further, the results of 
moderate to high levels of compassion satisfaction may be an indication of some form of 
satisfaction that practitioners enjoy, in the helping process. Satisfaction with the helping process 
may give explanations to practitioners’ reported lower levels of compassion fatigue, in the study. 
The findings of this study may further be explained in the context of the CSDT. The 
theory focuses on underlying causes of trauma and how traumatic experiences affect individuals’ 
reactions and adaptations to a given social context (Pearlman, 2013). Results of this study 
indicated that the sampled practitioners recorded low to average range for compassion fatigue, 





levels of work attitudes. Explanations about the extent of disruptions to practitioners’ self-
capacities, imagery systems or cognitive schemas are beyond the scope of the present study. 
However, the results of higher levels of compassion satisfaction, lower levels of compassion 
fatigue, and moderate levels of work attitudes suggest that practitioners may have good strategies 
for adaptating to their trauma-related work settings. The fact that practitioners reported higher 
levels of compassion satisfaction, and lower levels of compassion fatigue indicates some 
measure of positive adaptations to their realities. Adaptations to the realities of trauma work may 
help practitioners to maintain moderate work attitudes in the trauma-related work environment 
(James & Gilliland, 2013). 
 The CSDT further asserts that enhanced ego- resources could help promote empathy and 
attachments to interpersonal relationships, to help manage trauma at work (Miller et al., 2010).  
Ego resources are necessary to meet psychological needs in mature ways (Pearlman, 2013). Ego 
resources also help provide abilities to use cognitive and social skills to protect oneself and 
maintain relationships. Though the present study is non-experimental and cannot claim causality, 
results indicate influential interactions among study variables for inferential reasoning (Campbell 
& Stanley, 1966; Creswell, 2013). Results of moderate levels of work attitudes indicate that 
practitioners strive towards maintaining relationships with their clients in the clinical setting 
(Gleichgerrcht & Decety, 2013). Practitioners’ higher levels of compassion satisfaction may be 
an indication of their ability to utilize skills gained from their profession to protect themselves 
from the deep effects of trauma at work. 
Limitations of the Study 
 There are some limitations in this study that may affect generalizability of the results to 





care centers in Nigeria’s Delta Region., As a result, there is a lack of diversity in the nature of 
organizations that physicians were employed. Physicians in private practice or specialist 
hospitals did not participate in this study. Sampling physicians from government-owned and 
private health centers may have given a broader representation of the general physician 
population in the study location. Eighty-one percent of the participants in the study were under 
40years of age. The study may be more of a reflection of younger physician populations than 
older physicians. Also, majority of particpants had worked in clinical settings for less than 
10years which may be an indication that the results are more specific to this group of physicians.  
As a result, this study may lack the contributions of older physicians, with more years of working 
experience. Lack of proper spread regarding participants’ age ranges and work experience 
present limitations to generalizability of results beyond the study participants. 
Social desirability bias is another variable which may have influenced participants to 
respond to survey questions in a manner that supports the way they think to be socially 
acceptable, instead of the way that reflects real experiences (Beebe et al., 2007). This may have 
influenced participants’ response choices on the surveys, and affected the study results. Further, 
the research results were limited to only quantitative methods, which may not have fully 
explored the complex personal experiences associated with compassion fatigue.  
Recommendations 
 Based on the strengths and limitations of this present study, I would suggest that  
future studies utilize a diversified population to obtain a wider spread of medical specialties in 
the African setting. It would also be advantageous to utilize a multi-method technique to gather 





personal experiences through interviews. Further research could include the burnout variable of 
ProQol scale in the regression analysis. This will ensure that other aspects of negative 
experiences not measured by the compassion fatigue subscale are effectively measured. Further 
research could also control for demographic variables such as gender, age and work experience 
to better understand differences in groups within the targeted population. More research could be 
conducted with diverse populations in other African regions for a wider understanding of 
compassion fatigue in developing nations, to extend present literature.  
Some researchers have indicated that spirituality is important in providing resilience and 
protection in trauma-related settings (Anandaraja & Roseman, 2013). Corso (2012) found that 
oncology nurses who committed time to nuture their internal resources and spirituality, had 
greater efficacy with patients in trauma- related work settings. Psychologists also recognize the 
importance of cultural research in clinical settings (Barret, 2013). Cross-cultural research has 
further demonstrated the importance of testing psychological theories and concepts across 
cultures and societies, to properly establish their relevance and validity to human beings in 
general (Matsumoto & Hwang, 2011). Exploring the variables of spirituality and culture in 
relation to compassion fatigue and compassion satisfaction in African clinical settings, may 
provide additional empirical information to compassion fatigue discourse in other cultures.   
Implications for Positive Social Change 
 This research has demonstrated that there is a predictive relationship between compassion 
fatigue and work attitudes for practitioners who work in trauma-related clinical settings. Creating 
awareness about compassion fatigue may provide physicians in African settings with concrete 





attitudes. Vital information about compassion fatigue may improve recognition and awareness of 
compassion fatigue to help prevent compassion fatigue in practitioners, and promote empathetic 
approaches to trauma-related work. Knowledge about compassion fatigue may also empower 
practitioners with better understanding of their vulnerabilities to forms of vicarious trauma at 
work. A proper understanding of work-related vulnerabilities may help practitioners change the 
social perception of being invincible to traumatic or emotional suffering (Meyer, 2011). Further, 
the empowerment about compassion fatigue may awaken practitioners’ interest to self-care 
practice, for enhanced personal wellness and social change. Practitioners who effectively engage 
in and benefit from self-care activities, may set examples for other colleagues and encourage 
other practitioners to seek help when needed (Figley, 2002). Improved wellness in practitioners 
ensures equilibrium and balance required to function effectively at work, and also maintain a 
healthy work life.  
 Presenting an executive copy of this study to the government health board to meet  
a desired goal set for this study has provided policy makers with vital information about 
compassion fatigue. Information about the interactions between compassion fatigue, compassion 
satisfaction, and work attitudes may help policy makers to take effective actions to improve 
practitioners’ training for better wellbeing. Results of the study could further be used to promote 
the need for strategies and interventions for preventing compassion fatigue, and enhancing 
compassion satisfaction in practitioners. Training programs can be adopted as effective strategies 
to prevent and manage compassion fatigue in practitioners’ work environment. As compassion 
satisfaction acts as a protective factor for compassion fatigue, a strong understanding of 





fatigue, and improve work attitudes in clinical settings. This will promote compassion identity 
and improve work attitudes in trauma-related work settings (Meadors et al., 2010).  
Conclusion 
 The purpose of this research was to examine the predictive relationship between 
compassion fatigue and work attitudes of practitioners in trauma-related work settings. 
Physicians are considered to be leaders in the health care industry, and there are high 
expectations on their overt attitude at work. Previous studies have examined relationships 
between compassion fatigue, burnout and compassion satisfaction, especially in Western 
countries. Past studies have not specifically investigated predictive relationships between 
compassion fatigue and work attitudes, in African trauma-related work settings. Results of this 
study indicated that compassion fatigue was a statistically significant predictor of practitioners’ 
work attitudes. The study further confirmed previous assertions that compassion satisfaction acts 
as a protective factor for compassion fatigue and counters the effect of compassion fatigue in 
practitioners (Barret, 2013; James & Gilliland, 2013). 
 The study confirms that compassion fatigue and compassion satisfaction may coexist in 
practitioners at the same time. However, higher levels of compassion satisfaction would help to 
offset the effects of compassion fatigue in practitioners. Implications for positive social change 
include providing concrete information about compassion fatigue to participants, and raising 
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Appendix A: Letter of Invitation and Consent to Participate in the Study 
 
Dear Medical Doctor, 
You are invited to participate in a doctoral research study titled ‘Compassion fatigue and crisis 
workers’ attitude to work’. My name is Maria Loolo, a current PH.D candidate at Walden 
University, and this research will enable me complete my doctoral dissertation. You were invited 
to participate in this study because you work as a medical doctor in a primary health care setting. 
If you do not wish to participate in this study, please disregard the attached survey instrument.  
Background Information: The purpose of this study is to examine how compassion fatigue may 
affect physicians, regarding their work in trauma-related clinical settings. Compassion fatigue 
has been described as a secondary trauma-related stress that may occur in practitioners who are 
exposed regularly to patients going through physical, psychological, and emotional trauma and 
crisis situations. My plan is to survey medical doctors in community primary health care centers 
owned and operated by the government. The goal is to help extend vital information on the 
concept of compassion fatigue for proper prevention and mitigation measures, in the bid to 
improve practitioners’ individual wellbeing in trauma-related settings.  
 
Procedures: If you agree to participate in this study, please complete the attached anonymous 
questionnaire and send to the researcher, using the self-addressed stamped envelope enclosed in 
the study packet. Completing the anonymous questionnaire will serve as your consent to 
participate in this research and no signatures will be collected, in the bid to preserve anonymity 
and protect your identity. The anonymous questionnaire comprises a demographic section, and 






Anonymity and Confidentiality: The study is focused on protecting your individual identity. 
Although there are few demographic questions regarding your gender and years of working, no 
identifiable data will be collected, in order to guarantee anonymity, and all your responses will 
be kept confidential and utilized only for the purpose of this study. No data will be released to 
any individual or organization, and the questionnaire has been structured in a manner that 
protects participants’ identities. Completed questionnaires will be locked in a file cabinet 
accessible only to the researcher and research supervisor.  
 
Voluntary Nature of the Study: Your participation in this study is entirely voluntary, and 
completing the attached survey will serve as your consent to participate, to ensure anonymity. To 
further protect your freedom of participation, you may choose to not answer all or any questions, 
and you may stop at any time without penalty.  
 
Risks and Benefits of Participation: There are no known physical risks to participating in the 
study. Emotional discomforts may occur, but will not surpass possible discomforts that you may 
be exposed to at work. It is important to note that the attached ProQOL scale is not a diagnostic 
instrument, and will only provide awareness and information for informed self-care plan in 
traumatic clinical work settings. You may skip any question that presents any form of discomfort 
to you, and discontinue participation at any time. Benefits of participation may include obtaining 
valuable information regarding specific strategies for self-care activities that prevent and 
mitigate compassion fatigue risks in trauma-related work settings. To ensure this, an executive 
summary of the research and an electronic version of completed dissertation in a flash drive will 





in the study. However, you may access support services for stress-related experiences that may 
result from participation in this study.  If you experience any negative effects or distress due to 
participation in this survey, please endeavor to seek counseling support. You may obtain low-
cost confidential support services by calling or visiting government-owned Braithwaite 
Memorial Specialist Hospital at 084- 230738 or 5 Harley Street, Old GRA, Port-Harcourt, Rivers 
State. If you are pregnant at this time, you are advised to take extra precaution and promptly seek 
support for any stress-related experiences after participation. 
Contact and Questions: The researcher conducting this study is Maria Loolo, and may be 
reached at +234-817-554-5177 or maria.loolo@waldenu.edu for any questions or concerns. My 
dissertation chair is Dr. Jaeckle, and can be reached by email at tinajaeckle@waldenu.edu. If you 
have questions about your rights as a participant in the study, you may contact Dr. Leilani 
Endicott. She is the Walden university representative who can discuss those with you. You can 
contact her at +1-612-312-1210 or irb@waldenu.edu. 






Appendix B: Demographic Survey 
Completing the demographic section of this survey is important for determining the influence of 
some factors on the study results. The anonymous nature of the questionnaires would help 
protect any identifying information of the participants of this study. All responses will remain 
confidential and utilized strictly for the purposes of this study. 
 
Please circle all responses applicable to you. 
1. What is your age range?                   
Less than 40 years                                 More than 40 years 
 
2. How long have you been working as a medical doctor?     
Less than 10 years                               More than 10 years 
 
3. What is your gender? 





Appendix C: The ProQOL Measure 
© B. Hudnall Stamm, 2009. Professional Quality of Life: Compassion Satisfaction and Fatigue Version 5 (ProQOL). 
 
/www.isu.edu/~bhstamm or www.proqol.org. This test may be freely copied as long as (a) author is credited, (b) no  
 
changes are made, and (c) it is not sold. 
Professional Quality of Life Scale (ProQOL) 
Compassion Satisfaction and Compassion Fatigue 
(ProQOL) Version 5 (2009) 
 
When you [help] people you have direct contact with their lives. As you may have found, your 
 
compassion for those you [help] can affect you in positive and negative ways. Below are some  
 
questions about your experiences, both positive and negative, as a [helper]. Consider each of  
 
the following questions about you and your current work situation. Select and indicate the  
 
number that honestly reflects how frequently you experienced these things in the last 30 days,  
 




1=Never 2=Rarely 3=Sometimes 4=Often 5=Very Often 
 
1. I am happy. 
2. I am preoccupied with more than one person I [help]. 
3. I get satisfaction from being able to [help] people. 
4. I feel connected to others. 
5. I jump or am startled by unexpected sounds. 
6. I feel invigorated after working with those I [help]. 
7. I find it difficult to separate my personal life from my life as a [helper]. 
8. I am not as productive at work because I am losing sleep over traumatic experiences of 
a person I [help]. 
9. I think that I might have been affected by the traumatic stress of those I [help]. 
10. I feel trapped by my job as a [helper]. 
11. Because of my [helping], I have felt "on edge" about various things. 
12. I like my work as a [helper]. 
13. I feel depressed because of the traumatic experiences of the people I [help]. 
14. I feel as though I am experiencing the trauma of someone I have [helped]. 
15. I have beliefs that sustain me. 
16. I am pleased with how I am able to keep up with [helping] techniques and protocols. 
17. I am the person I always wanted to be. 
18. My work makes me feel satisfied. 
19. I feel worn out because of my work as a [helper]. 
20. I have happy thoughts and feelings about those I [help] and how I could help them. 





22. I believe I can make a difference through my work. 
23. I avoid certain activities or situations because they remind me of frightening experiences 
of the people I [help]. 
24. I am proud of what I can do to [help]. 
25. As a result of my [helping], I have intrusive, frightening thoughts. 
26. I feel "bogged down" by the system. 
27. I have thoughts that I am a "success" as a [helper]. 
28. I can't recall important parts of my work with trauma victims. 
29. I am a very caring person. 





Appendix D: Job Involvement Questionnaire 
Job Involvement Questionnaire (JIQ) 
The JIQ is copyright 1982 Rabindra N. Kanungo, all rights reserved. Reprinted with permission 
from the publishers, ABC-CLIO INC, August, 2014. 
INSTRUCTIONS: Below are a number of statements each of which you may agree or disagree 
with depending on your own personal evaluation of your present job. Please indicate the degree 
of your agreement or disagreement with each statement by putting a circle around one of the six 
options representing the answer categories (Strongly agree (SA); Agree (A); Mildly agree (MA); 
Mildly disagree (MD); Disagree (D); Strongly disagree (SD) 
            
1. The most important things that happen to me involve my present job 
Strongly Agree=6, Agree=5, Mildly Agree=4, Mildly Disagree=3, Disagree=2,  Strongly Disagree=1 
2. To me, my job is only a part of who I am 
Strongly Agree=1, Agree=2, Mildly Agree=3, Mildly Disagree=4, Disagree=5,  Strongly Disagree=6                                      
3. I am very much involved personally in my job 
Strongly Agree=6, Agree=5, Mildly Agree=4, Mildly Disagree=3, Disagree=2,  Strongly Disagree=1                                    
4. I live, eat, and breathe my job 
Strongly Agree=6, Agree=5, Mildly Agree=4, Mildly Disagree=3, Disagree=2,  Strongly Disagree=1               
5. Most of my interests are centered around my job 
Strongly Agree=6, Agree=5, Mildly Agree=4, Mildly Disagree=3, Disagree=2,  Strongly Disagree=1                   
6. I have very strong ties with my present job which would be very difficult to break 
Strongly Agree=6, Agree=5, Mildly Agree=4, Mildly Disagree=3, Disagree=2,  Strongly Disagree=1 
7. Usually, I feel detached from my job 
Strongly Agree=1, Agree=2, Mildly Agree=3, Mildly Disagree=4, Disagree=5,  Strongly Disagree=6 





Strongly Agree=6, Agree=5, Mildly Agree=4, Mildly Disagree=3, Disagree=2,  Strongly Disagree=1 
9. I consider my job to be very central to my existence 
Strongly Agree=6, Agree=5, Mildly Agree=4, Mildly Disagree=3, Disagree=2,  Strongly Disagree=1 
10. I like to be absorbed in my job most of the time 






















































Appendix H: Survey Reminder Letter 
Survey Reminder 
Dear Medical Doctor, 
This is a friendly reminder to participate in the research on “Compassion Fatigue and Crisis 
Workers’ Attitude to Work”. I would like to thank everyone who has already responded to the 
original invitation, and completed the survey. If you have not yet participated, kindly take some 
minutes to complete the attached survey, and please mail back to me in the enclosed self-
addressed stamped envelope. Due to the anonymous nature of this study, I will not be able to 
differentiate those of you who have responded to the original invitation from those who have not. 
Please disregard the attached survey if you have already responded. 
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